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ABSTRACT 

This document, the third of three volumes in the U.S. 
Congress Office of Technology Assessment's "Adolescent Health'* 
series, contains chapters 15 through 19, which address issues in the 
delivery of health and related services to adolescents. Chapter 15 
reviews research on the shortcomings of the mainstream primary health 
care system with respect to adolescents, including the scarcity of 
specially trained providers. It discusses recent innovations to 
improve the service delivery to adolescents. Chapter 16 addresses 
issues in financial access to health services, noting that one out of 
seven adolescents are without any health insurance. Chapter 17 
examiiies requirements for parental consent or notification. It 
summarizes the law on how the authority for adolescent health care 
decisionmaking is allocated, common law rule, exceptions to the 
common law ruler positions of health care provider organizations on 
adolescent health care decisionmaking, and the research literature on 
adolescents making health care decisions on their own. Chapter 18 
addresses the health issues and barriers to effective and appropriate 
health services that are faced Dy selected groups of adolescents 
(those living in poverty, members of racial or ethnic minorities, and 
residents of rural areas) and reviews knowledge on interventions to 
increase access to health services among these adolescents. Chapter 
19 provides an overview of the federal role in adolescent health. 
(NB) 
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Foreword 



Adolescence, the poet suggested, "is the one age [that] defeats the metaphor." In many respects, such 
as legal and financial dependence, adolescents are stiU children; in other respects, such as physical 
development, they approach and then reach adult status. In part because they experience profound biological, 
emotional, intcUectual and social changes, adolescents as a group—and some adolescents more than 
others— are uniquely vukicrable to the impact of many of the Nation's social poUcies. For numerous reasons, 
poUcymakers and the pubUc have long struggled with the estabUshment of appropriate health-related poUcies 
and programs for adolescents. 

OTA'S report responds to the request of numerous Members of Congress to review the physical, 
emotional, and behavioral health status of contemporary American adolescents, including adolescents m 
groups who might be more likely to be in special need of health-related interventions: adolescents livmg in 
poverty, adolescents from racial and etfmic minority groups. Native American adolescents, and adolescents m 
rural areas. In addition, OTA was asked to: 1) identify risk and protective factors for adolescent health problems 
and ^uegrate national data in order to understand the clustering of specific adolescent problems, 2) evaluate 
options in the organization of health services and technologies avaUable to adolescents (including accessibility 
and financing), 3) assess options in the conduct of national health surveys to improve coUection of adolescent 
health statisUcs, and 4) identify gaps in research on the health and behavior of adolescents. 

Senator Daniel K. Inouye, Chairman of the Senate Select Conunittee on Indian Affairs, and Senator Nancy 
Landon Kassebaum, Ranking Minority Member of the Subcommittee on Education, Arts, and Humanities of 
the Senate Committee on Labor and Human Resources, were the lead requesters of OTA's adolescent health 
study. Requesters included CTiairmen or Ranking Minority Members of the Senate Appropriations Committee, 
the Senate Commerce, Science, and Transportation Committee, the Senate Finance Committee, the Senate 
Labor and Human Resources Committee, the Senate SmaU Business Committee, the Senate Veterans' Affairs 
Committee, and the House hiterior and hisular Affairs Committee; and the Chainnan and six senatonal 
members of the congressional Tfechnology Assessment Board. A letter of support was received from the House 
Select Committee on Children, Youth, and Families. 

This OTA assessment is being pubUshed in three volumes: Volume I, Summary and Policy Options; 
Volume n. Background and the Effectiveness of Selected Prevention and Treatment Services; and Volume m, 
Crosscutting Issues in the Delivery of Health and Related Services. Volume I was published in April 1991. 
Volume n will be available later in 1991. Two related reports have already been issued as part of this study 
(see appendix A in Volume I). 

OTA was greatly assisted by an advisory panel, chaired by Felton Earls, Professor of Behavioral Sciences 
at the Harvard University School of PubUc Health. Michael I. Cohen, Chairman of the Department of Pediatrics 
at the Albeit Einstein CoUege of Medicine in New York, served as vice chairman. In addition, many mdividuals 
from academia, the Federal Government, the private sector, and the pubUc provided information and reviewed 
drafts of the assessment. Or\ would Uke to espcciaUy thank Carnegie Corporation of New York, and its 
operating program, the Carnegie Council on Adolescent Development, for their generous and diverse 
assistance throughout the course of this assessment. FinaUy, the members of our Youth Advisory Panel— a 
group of 21 individuals ages 10 through 19, who met often with OTA staff, with OTA's advisory panel, and 
with workshop participants— were essential to the study. These young people provided the adolescent 
perspective on health concerns of importance to young people, and made valuable suggestions for "nP^P^ing 
health services and health pohcy. The final responsibility for the content of the assessment rests with OTA. 
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INTRODUCTION 



This is Volume lU of OTA's assessment. Adoles- 
cent Health. This volume addresses a number of 
crosscutting issues in the delivery of health and 
related services to adolescents ages 10 to 18 As 
shown in box A, which lists the table of contents for 
all three volumes of the assessment, the following 
issues are discussed in this volume:' 

• Chapter 15: Major Issues Pertaining to the 
Delivery of Primary and Comprehensive 
Health Services to Adolescents; 

• Chapter 16: Financial Access to Health Serv- 
ices; 

• Chapter 17: Consent and Confidentiality in 
Adolescent Health Care Etecisionmaking; 

• Chapter 18: Issues in the Delivery of Services 
to Selected Groups of Adolescents; and 

• Chapter 19: The Role of Federal Agencies in 
Adolescent Health. 

Chapter 15 reviews research on the shortcomings 
of the mainstream primary health care system with 
respect to adolescents, including the scarcity of 
specially trained providers. It also discusses recent 
innovations to improve the delivery of health and 
related services to adolescents. Prominent among 
these innovations are community-based and school- 
linked health centers, which at theu^ best can 
simultaneously address a number of barriers co 
adolescents' receipt of basic health services. Other 
iimovations, such as adolescent participation in the 
design of services, can also help to meet the 
demonstrated need for more user-friendly health 
services for adolescents. Even should die rate of 
these innovations be accelerated, the chapter makes 
clear that increased and improved training of health 
care providers is essential in order for adolescent 
health services to be more accessible and effective. 

Chapter 16 addresses issues in financial access to 
health services. Financial access is key to any 
discussion of adolescents' access to health services, 
yet one out of seven adolescents are without any 
health insurance, and the percentage of adolescents 
who are uninsured is growing. Even when adoles- 
cents have health insurance, available benefit pack- 
ages may not meet adolescents' special needs (e.g., 
their needs for preventive and early intervention 



services; for dental, mental health, substance abuse 
treatment, or for prenatal care; for services provided 
by nonphysician health care professionals, or in 
school settings). Medicaid's Early and Periodic 
Screening, Diagnosis, and Treatment (EPSDT) pro- 
gram theoretically provides the most generous and 
comprehensive benefits package, but one out of 
three poor adolescents does not have access to 
Medicaid, and average EPSDT spending on adoles- 
cents appears to be quite low. The promise of 
Medicaid in meeting the health care needs of the 
country's most disadvantaged adolescents appears 
not to have been fulfilled. 

Chapter 17 turns to a third major issue affecting 
adolescents' access to health services: requironents 
for parental consent or notification. The chapter 
summarizes the body of law that determines how the 
authority for adolescent health care decisionmaking 
is allocated— including the extent of jr irental in- 
volvement in adolescent health care J^isionmak- 
ing. The ch^ter summarizes the conunon law ruie, 
the exceptions to the common law rule, the positions 
of health care provider organizations on issues in 
adolescent health care decisionmaking, and the 
research literature on the capacity of adolescents to 
make health care decisions on their own. Chsiptex 19 
also provides a framework for conducting an analy- 
sis of the various interests that must be considered — 
those of the state, of parents, of health care provid- 
ers, and of adolescents — should change in the 
existing situation be desired. 

Chapter 18 addresses the health issues and 
barriers to effective and appropriate health services 
that are faced by selected groups of adolescents: 
tnose hying in poverty, members of racial or ethnic 
minorities (black adolescents, Hispanic adolescents, 
Asian adolescents, American Indian and Alaska 
Native adolescents. Native Hawaiian adolescents), 
and residents of rural areas. In addition, the chapter 
reviews available knowledge on interventions de- 
signed to increase access to health services among 
these groups of adolescents. Federal programs and 
policies for poor adolescents, racial and ethnic 
minority adolescents, and adolescents living in rural 
areas arc also assessed. The chapter takes on 
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the United Stales is becoming increasingly racially adolescents is as yet underdeveloped, 
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Box B— Summary p/M^r Policy Opdons 

CZA ftiggesli t miie of qpckot fhtf could be imfkamt^ in m dCoA to liel^ inqvove adolesceiir ^Ith, 
faffoadly defined lluw oiigor of^^ 

1. un|ioviiig U.S. adcdMoentt* acoett to qq^fopriHe beahh tenicet* 

Z lestrocmrim and luvifo f Mia g Fwietil eterti to improve eJoietocnt beahh, tod 

3. in^HnDifiiig adoftetowtt* envirociniontt. 

Stmtegiet to imprave adcrieacnti' ecoeii to ■p prop iiate heelili Mrvioes mdode: 

• support the developmrt of ceoien that provide, in achooli mAla oommankici, coo^rTebensivc and 
aocestflde tervioet deiifiKid qwciflcally for adoletceiita--«.g., by providiqg teed moneys oootmuatkxi 
ftuidi^f ^ oc leoioviDf afldsih^ fioaodal badieWf 

• iociease financial accen ej„ by eiqpandiiig Medicaid to immwHKHy include all poor adofeaunta, by 
iocieaiiiig acceaa to privato inaoiwoe, aod by incieaai^ omreacfa far Medicaid; 

• tocreaie legal aooeta to heakh ecnr ioCT" e^g,, by ae^p p caUn g the deveiopmefit of a model State atatute* or 
fequiring or mndirfcming States' leceipt of Fedeial mooeya for wpo^Gc piogiaiiia on aabMantive changes 
in consent and oonfidentiali^ rpfttlatioiia; 

• incitaae rapport for trailing for the providence and 

• tgoftrnx adoleacenta to gate access to health and rdaied aenric et far ejuuople, duoagh educatioo and 
encooiagiQg adofeacesi paitic^palion te the design of aervices. 

Stiatogies to lestmcture and inv^oiato Fsdeial cffom to improve adoleacent heakh tnchide: 

cnste a new locus for a atrasg Bsdeiil nde te addmsteg adol^^ 

• ^ra^tfien traditional U*S« esQecotive branch activities in: 1) ptogmm devdopment for pionusing or 
n^glectod aieaa of haerveotkai, 2) and 3) data coll^^ 

Stiategies to impixyve the social environmeat for adolescents inchide: 

• inGi€ase8i9poittofoiniUesofadoksccnts~e.g*,thnKi^ 

flexible woridag hom » and through providing tefonuttioo on ap p ro pr ia te, heakh-promocing paientiiig for 

• atyport additional limitations on adoleaocnta* acceaa to fiieanns; 

• siqiporttheej^Mnaksnof apptopriateiecieatioo^ 

• monkor die eftects on adoleacentt of the implemenattian of the National and Community Service Act of 

la addition iheae m^or opiiona ud stiat^giei* which cut across die aieas examined by OTK a nunrtxar of 
topic-qmific policy options are listed hi Volume I of the Rqport 

ft is i nipo i tant to note that, apart ftomirfMaever^>ed 
adoleaceitta*heiMi,therelaancfdisrnbMicclmgeMiapi^^ this country, 

so that adotesctnls are q^proncbed more sympathetically and supportively^ and mi merely as teidhrlduals 
potentially riddled with problems and behaving badly. 



numerous Federal agencies identified by OTA as 
having a role or potential role in adolescent health. 
The survey was followed by a meeting between U.S, 
executive branch representatives and OTA staff and 
advisors. The chapter concludes that funding for 
adolescent health issues — ^including research and 
services — is meager, that existing interagency coor- 
dination eiTcrU are ineffective, and that Federal 
leadership specific to adolescent health issues is 
?irgently needed. 



Although each chapter in this volume (and in 
Volume n) ends with a section on conclusions and 
policy implications, specific legislative options 
relevant lO each of the issues discussed in Volume III 
can be found in Volume I — Summary and Policy 
Options of this assessment/^ )n addition, m^ny of the 
major policy options that were suggested by OTA*s 
full analysis of adolescent health issues focus on 
issues discussed in this volume. OTA*s major policy 
options are briefly summarized in box B. 



^Sec the back of this Rcpon for an order fonn. 
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In order to provide v,<jntext on the extent of a 
number of adolescent health concerns, appendix B 
in this Volume summarizes data from Volume II on 
the prevalence and incidence of the broad range of 
health concerns found among adolescents. Appen- 
dix A is a glossary of ten and abbreviations, and 
appendix C provides technical details on the Health 
Care Financing Administration's method for esti- 
maiing national Medicaid enrollment and expendi- 



^ares for adolescents. The many individuals who 
assisted OTA in the development of the three 
volumes of this Report are listed in Appendix B of 
Volume I. The way OTA went about conducting the 
assessment — including lists of workshop partici- 
pants and members of the Youth Advisory Panel — is 
described in Appendix A cf Volume I. The request- 
ers of the assessment are listed in box C below. 



Box C-^eqatsten ofOTA'i AOoksetnt Health Report 
(with current committee chair or ranking minority ats^nments) 

Senator Dankl K. Inouye, Oyimiin of the Soiate Select 

ScttMor Nancy Landon K aw rtwim , RaokiDg Minority Member d tbe Suboommittee on Education. Aits, and 

Hnmanitiri d the Senate Committee oo Labor lod Human Re^oorees; 
SeoMior Bob Dok. Miaorily Lnder of the Senate; 

Senator RobertC. Byid, Chainttan of tbe Senate Conimhiee on Appropiiatiaos; 
Repietetttative WilUam R Qny, m, M^^jocity Whip of the Houae of Repiescatatives; 
Senior Janes M lelfoadt. Ranking Minority 

Labor and Ibmun RasouiGes; 
SenstorOninO. Hatch, Ranking Minority Member of die Senate CommitJee(M Labor MdH^ 
Senstor Edward M Kennedy, Chakman of the Senate Committee on htint and Htann RcMuices; 
Senator Queotin W. Bwdick. Oninnan of the Senate Coniniiitee on Eny^^ 
Soiator Maik O. Hatfleid. Rcnkteg Minority Menri>er of the Senate Comn^ 
Senator Alan K. Simpaon, Aiiiitaiic Minority Leader of the Senate: 
Senator Alan Qantton, Chaimian of die Senate Commktee on Vetems Affun, 

Senator Ibd Stevens, R«Dkhis Minority Mento of the SciMe Conmiittee m 

Senator Bob Fladnvood, RanUog Miiiority Mem^ 

Sennor Chariea Oiissley. Member of the Ifecfanolofy Assenment BoMd; 

ScMlor Barbara Mlkubld, Oiakmw of die Subcommittee on Vcttnns Afto, Housing md Ui<-sn I>evck)pment, 

and independent Agcociea of the Senate Conmiiiae on Apfifofirialion^ 
Scoiior Emoit Hollhiga, ChaifiBan of tbe Senate Commitiee on Conm^ 
Senator Allen Specter, Rankiiv Minority MenriMT of the SiriKooniiitee on VeicfMM ACUn: 
RefMiBsentative Henry A. Wnman, Oiaiiman of the Sidtoonmittee on Heahfa and the Environment ctf die House 

Committee on Energy and Commerce; 
ScaatorMoHLAkaka; 

Representative Morris K. Udall, Chairman of the House Committee on Interior and Insular Affairs; 
Senator Itaik a Miiftomski. Vice Chairman of die SenMe Sekst Committee 0^ 
Senator atriatofilier J. Diidd, Oiainnan of the Subconunitteeon CbiMien, Pu 
Committee on Labor and Human Resources; 

Senator ClaiboinePeU,Chairaiao of die Senate ConHnitteecm Foreign Relationi; 
Senator Diie Bompen. Oaainnn of the Senate Commitice on SmaO Busineis; 

Senator ! Joyd Beotten. CiMiiman of the Senate CoiniBillee on Finance; 
SeMtorl%iM 

Committee on Finance; 

Sen ator John D. Rockefeller. IV. Gbaiman of die Snbconminee oi£ Medkare and Long Thna C^ of die Senate 
Conwwlitee on Finance; 

Representative Don Young, Rankkg Mkiocity Member of die House Conmiittee on Inte^ 

A letter ai support was received from the House Select Conmittee on Children, Yoodi, and Fttnilies. 
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Chapter 15 

MAJOR ISSUES PERTAINING TO THE DELIVERY OF PRIMARY AND 
COMPREHENSIVE HEALTH SERVICES TO ADOLESCENTS 



Introduction 

Thi5 chapter addresses several important issues in 
the delivery oi primary health care services for 
adolescenic in the United States.^ It begins by 
presenting available data on adolescents' visits to 
private office*based physicians and then reviews a 
number of questions related to {diysicians* interest in 
and ability to care for adolescents. How welcome are 
adolescents in physicians' practices? How much 
time do office-based physicians spend with adoles- 
cent patients? Because adolescents may not have 
some of the kinds of physical health problems that 
typically bring younger or older individuals to the 
doctor, some physicians have suggested that profes- 
sional time spent with adolescents be used to assess 
the presence of a variety of social and behavioral risk 
factors and morbidities (e.g., quality of family life, 
school performance, substance use, engagement in 
sex), and to provide assistance to adolescents on 
these issues (10). The need for ^>propriate attention 
to such issues by health care professionals and others 
who ^ adolescents is well documented in Volume 
n of this Report, ' 'Background and the Effectiveness 
of Selected Ptevention and Treatment Services.** 
(Also sec app. B to this volume, ''Buiden of Health 
Problems Among U.S. Adolescents.") But are 
primary care physicians and other health care 
professionals who come into contact with adoles- 
cents able to recognize and treat adolescent health 
problems? How competent are health care profes* 
sionals in caring for adolescents? 

The analysis in this chapter suggests that im- 
provements in the training and education of physi- 
cians who see adolescents and the training of 
additional specialists in adolescent health care are 
needed. The analysis also cites evidence that the 
mainstream model of health service delivery — 




Photo cmmrBm^aminSmm. WmNngton, DC 



Adolescents are oommonly regarded as the healthiest of 
Americans, yet OTAs analyeie sugceete that adoleeoents 
do have health probleme and problenw g«rining 
access to services* 

which relies chiefly on the provision of care by 
private office-based physicians who wait for patients 
to seek them out^ — does not fiilly meet the needs of 
U.S, adolescents. In recent years, several innova- 
tions in health service delivery have attempted to 
meet the needs of adolescents. The most prominent 



>Aoiilfieadefioitk»ofi>rijnifycare^ difditgiuibci it from gpeci^ty cm doet not <lefiiiitioii of prinwy c«r« 

that WW published in 1973 included the foUowii^ ekmenii: first contact owe, cotapfttcoMkvt cmtt, cootdinated or integrated c«ie, Mid cm that ii 
longitudinal over time lathcr dian episodic (263), Wnt comact w 
a new need for careXoordinatkm of care entaiU a inedical provider's abd^ 

specialuts and ctnergeocyfacihties) as wdl as from earlier vifi^ IxM^todinality of care is the extou to whkh a pixyv^ 

a source of care over time regardless of die prcscoce or abaence of a particular type of problem (263). 

»rhc ''waithig'' stance in health care delivery, in which health care provi^ 
out, has been distinguishod fmn die ''seekihg' ' model, which health care providers make diemseWes more accessible to potential paticnu (219,3aS), 
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of these efiforts — adolescent health care clinics, 
so-called * *frce' ' clinics, multiservice centers, school- 
linked health centers (SLHCs), and efforts to involve 
adolescents in health services planning and numage- 
ment — are described in this chapter. The chq)ter 
concludes with a discussion of possibilities for 
Federal action to im^ove the delivery of health 
services to U.S. adolescents. 

Utilization of Ambulatory Care 
by U.S. Adolescents 

Visits by Adolescents to Pliysicians 

Data pertaining to the utilization of ou^atient 
services by U.S. adolescents are quite limited. The 
1985 National Ambulatoiy Medical Care Survey 
(NAMCS) conducted by the National Center for 
Health Statistics (NCHS) in the U.S. Department of 
Health and Human Services (DHHS) provides some 
data on visits to non-Federal office-based physi- 
cians, but the reader should keep in mind that 
NAMCS has numerous limitations.^ The chief 
limitation of NAMCS is that it is a survey of 
physicians rather than of patients. Because many 
racial and ethnic minorities and Medicaid recipients 
do not get their health care from private office-based 
physicians, their health care utilization is not accu- 
rately reflected in NAMCS data. Another limitation 
of NAMCS is that it excludes ambulatory visits to 
physicians in hospital-based outpatient departments; 
family planning clinics; government-operated clin- 
ics for sexually transmitted diseases^ and maternal 
and child health; SLHCs; hospital emergency facili- 
ties; and other sources of care used by adolescents. 



Further, at least some adole^scents may not be willing 
to seek a private physician*s care for certain 
problems. One survey of suburban high school 
students found that the majonty would not go to a 
private physician for their concerns about sexuality, 
substance abuse, or emotional upset and also would 
not be willing to seek care for these problems with 
their parents* knowledge (175).^ 

Information about physician contr ^ts is collected 
in another NCHS survey, the National Health 
faterview Survey (NMS) (287).^ NMS is a continu- 
ing nationwide survey of households, in which data 
about health status and some aspects of health 
services utilization, including physician contacts, 
are collected from a probability sample of the 
civilian noninstitutionalized population residing in 
the United States. The 1988 NHIS included a special 
focus on the health status of children and adolescents 
tfn-ough age 17 (287), but information on children 
and adolescents under age 17 was collected from a 
proxy respondent (typically the mother). NHIS 
requests and reports information not just about 
office visits to physicians but about all physician 
contacts, whether in person or by telephone, for 
examination, diagnosis, treatment, or advice, al- 
though office and clinic visits are reported sepa- 
rately to some extent (287). With two exceptions — 
the exclusion of physician contacts with hospital 
mpatients and the exclusion of physician contacts 
for mass screenings (e.g„ in a trailer) — physician 
contacts mentioned by NHIS respondents are not 
restricted by type of setting or frmding source. As in 
NAMCS, a contact is considered to be a physician 
contact if the service is provided directly by the 



^Scc clL 6. "Chronic Physical Dlnesses: Prevemioii and Services/* in Vol. n. In summary. NAMCS is a imbalnlity sample sunrcy of oflRcc-bascd 
physicians, conducted annnaUy from 1^5 thiough 1981 and «gain in 1985 (286). The focus of the 1985 NAMCS is on office visitt made within the 
coictmtoow United Stales (i.e., exclodiog Alaska and Hawaii) by amhuUiory patieott to noofedcodly employed physicians who Me principally eom^d 
in office-based patient erne practice, hot not ii^ the specialties of anesthesiology, pathology, or radiology. Ifclephooe contacts and nonofiGce visits are 
cxdDded ftoro the NAMCS . Tlje 1 985 NAMCS physician wiiverse included 276,430 doctors of medicine and 1 1 .776 docton of osteopathy- but 1 985 
NAMCS eUgihie physicim rnnpU inchided 4,104 f^sicians, and only 2.879 phytidans (TOJZ percent of eligible san^led physicians, Mid 1 percent 
of physicians in the survey univene) actually participated in the survey. Respondii^ physicians w< to complete a survey iostrunvnt, foUowii^ 

die NAMCS design, for a singte week in die survey year. Tlie 1985 NAMCS fts^^ 

Phyiiciins are noc requested to ovenanq>le for any particulsr patient populations (e.g., adoksiccnts). NAMCS inchides visits lo piivale physicians' 

prhralely opcTMed chnics (eacept family plannii« clinics) (286). 
as locations for dieir amtmlatoiy inactjkxs, custxMnarily Include 

physician" a86). TTie 1985 survey design, and compsriaons rtf 1985 flndii«s with dx>se tor 1975 to 1981, ve described more AUly in the NCHS 
publication. The hloHona! Ambulatory Medical Care Survey: UnUed States. 1975-81 and 1985 Trends (286). However, as do many Federal publications, 
matpubhcati^ 

Health and Health and Related Services* * in Vol. I of ttiis Rerort). 

♦n>c mean age <rf these respoi»dents was 15.4 yesrs, 52 potent were fcsn^ Most had ready access to medical caie 90 

percent used a specific private ptaysiciaa The sample iivhKled 649 studmts in grades 9 to 12. 
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llBble 15-1— Visits to Private Offic«- Based Physicians by U.S. Adoie3C«nts Agss 

10 tc 14 and 15 to 18, by Sax, 1985 



Number of Number of 

visits In Percentage visits per person 

Sex and age thousarvds distribution per year* 



Soil; Mx#* 

Ages 10 to 18 50.218 100.0% 16 

10 to 14 years 23,852 47.5 1.4 

15 to 18 years 26.366 52.5 1.8 

Ages 10 to 18 27.041 53.8 17 

10 to 14 years 11.974 23.8 1.4 

15 to 18 years 15,067 30.0 2.1 

Male 

Ages 10 to 18 23,177 46.2 1.4 

10 to 14 years 11,878 23.7 1.4 

15to18years ^1,299 22.5 1^ 



«RAtMiir«b«s«don«stlm«tM crfth«dvillan, nonin^ltutionalizftd AdolMOvnt p(^4«tk>n, «xduding AlMkasnd HAMrali, 
Asof July 1,1985. 

SOURCE: U.S. Department of HMdth and Human SarvksaA. i>ublic Ha«!th Service, Cantars tor Ofaaasa Control. 

Natk>naJ Cantar for Health Statiatlca, unpubtisbad data from tha 1 985 National Ambulatory Medical Cara 
Survay, HyatttviBa, MD, 1989. 



physician or by a nurse or other person acting under 
a physician*s supervision. 

NAMCS data show that the rate of visits to private 
office-based physicians by U.S. adolescents ages 10 
throu£;h 18 in 1985 was 1.6 visits per person per year 
(see table 15-1) — far less than the nationwide 
average of 2.7 visits for all ages (285^86,288). 
Female adolescents made an average of 1 .7 visits per 
person that year, while male adolescents made m 
average of 1.4 visits per person (288). Older female 
adolescents (ages 15 to 18) made more visits per 
person than eithei' younger female adolescents (ages 
10 to 14) or adolescent males of all ages. On average, 
female adolescents ages 15 to 18 saw a private 
office-based physician 2.1 times per year (288). 
There were no significant utilization differences 
between older and younger male adolescents (288). 

Data from NHIS are not completely comparable 
to those from NAMCS; however, the 1988 NMS 
also suggests that adolescents have among the 
lowest rates of physician contacts of any age groups 



in the United States.** Except for females ages 15 to 
17, who would be e^q)ected to have a higher number 
of physician contacts due to pregnancies,*^ adoles- 
cents ages 12 to 14 and ) I iO 17 had the low^-st rates 
of visits among those under age 18.^ 

Figure 15-1 shows NAMCS data on the distribu- 
tion of visits to private office-based physician 
specialists who cared for adolescents in 1985 by 
physician specialty. NAMCS found that more than 
one-third of adolescent visits in 1985 were to general 
and family practice physicians (288). Another one- 
quarter of adolescent visits were to pediatricians. 
Adolescents ages 15 to 18 were much more likely 
than 10- to 14-year-olds to see dermatologists and 
obstetrician/gynecologists (288). More than 9 per- 
cent of older adolescents* visitsi were to deniiatolo- 
gists, as compmeA with 3.5 percent of the younger 
adolescents' visits. Visits to obstetriciaiVgynecolo- 
gists accouTited for 7.4 percent of older adolescents* 
visits but only 1.1 percent of younger adolescents* 
visits. These differences probably reflect the greater 
proportion of older adolescents who seek treatment 



^NHIS found that persona ages 18 to 24 had Ibe lowest rate of pbysiciao contacts. 

''See ch. 6, "Ouonic Fliysical Dlness: Prevention and denrices," in VoJ. n. for a diac!ission of itasoos for visits to office-based physicians. 

^CHS did not separate visitt fpom telephone coosacu. or visits by place separately for 12* to 17~year-old adotesceots. but for 5- to IT-year-olds in 
the aggregate, the rate of visits to physicians* offices hot located in a hospital, health maimtnancc orga^ixation (HhiOh or clime wis 1 .9 p«r penoo 
in 1988, lower than for aU other age gnnqM. Across an age gnmpt* the iitts^^ 
tlteUgbestrale(5 J for65*to74-year-okls,and5.7forthoseage75andovcr).folk)>wedbypersoi» 

and 18 to 24 (2J) (287). Similarly the rate of visits to physicians in hospitals (including emergency rooms, clinics, and doctor's offices located in a 
hospital (287)) (0.4 per person per year) and other sites (inchides any place not classified into the other cattgorles, inchiding dinics at»d HMOs not located 
in ho^yitals (287) (Q.4 per person per year) was lower for 5- to 17-year-olds ttian for all other age grDtqis (287). The rate of tdqihonecontacto 
lowesi for 5- to 17-year-olds con^iared to the other age gionps shown by NCHS (287). 
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Rgur« 1 5-1— visits to Private Offlce^BaMd Physicians 
by Adolsscants Ages 10 to 18, by Physician 
Specialty, 1985« 

Eslimatttd number of visits 50.218.000 



Orthopedic 
surgery 

(7%) 



Pediatrics 
(23%) 




All other specialties (7%) 
Dermatology (7%) 

Ophthalmology (5%) 

Internal medicine (5%) 

Obstetrics and 
gynecology (4%) 

General surgery (3%) 

Otorhinolaryngology 

Psychiatry (3%) 

(2%) 

General and family practice 
(35%) 

'^•rosntagM may not add up to 100 beosusa of rounding. 

SOURCE: U.S. Dapartment of Haalth and Human SarvlcM. Public Maalth 
Servioa. Cantar • for Di»#a»a Control. National Centarfor Haalth 
Statistica, unpublbhad data from the 1 985 National Ambulatory 
Madical Cars Sunday, Hyattsvilla. MD, 1009. 

for acne and the higher rates of sexual activity and 
pregnancy among older female adolescents.^ 

Another finding of NAMCS was that over half of 
the U.S. adolescents visiting a private office-based 
physician in 1985 had a diagnostic test or procedure 
(288). Blood pressure checks, urinalysis, blood tests, 
and other lab tests were the most common (see table 
15-2). 

According to NAMCS, more: than one-fourth (28 
percent) of the adolescents who visited private 
office-based physicians in 1985 received some type 
of nonmedication therapy (288). Ambulatory sur- 
gery and counseling (odier than diet counseling, 
family planning, or psychotherapy) were the most 
common (see table 15-3). 



Some type of foUowup was planned for most (82 
percent) of the adolescents who visited a private 
office-based physician in 1985; nearly half (47 
percent) required a return visit (288) (see figure 
15-2). Tbere were very few referrals to other health 
care providers, however. 

According to NAMCS, most adolescents (62 
percent) spent between 6 and 15 minutes during the 
course of a private office-based physician visit in 
1985 (288) (see figure 15-3). Only 4 percent spent 
more than half an hour. Half of all visits (49 percent) 
tooic 10 minutes or less. The average length of a visit 
was 14 minutes, slightly less than the average length 
of a visit for persons of all ages (16,5 minutes (286)). 

As noted earlier, NAMCS data have limited use in 
examining utilization differences by race and ethnic- 
ity. Still, some interesting conq>arisons can be made. 
NAMCS found that black adolescents visited private 
office-based physicians in 1985 at about half the rate 
of white adolescents (0.9 v, 17 visits per person) 
(see table 15-4) (288). The majority (89.2 percent) of 
visits to private office-based physicians were made 
by white adolescents; black adolescents accounted 
for 8.7 percent of visits and Hispanics, 13 percent. 
The 1988 NMS report on adolescents, which 
distinguished only between black and white adoles- 
cents, supported ttie NAMCS finding that nonwhite 
adolescents have less physician contact than do 
white adolescents (287). Black adolescents ages 12 
to 17 averaged 2.2 physician contacts in 1988, as 
compared with 3,6 physician contacts for white 
adolescents ages 12 to 17 (287).** 

An important consideration in evaluating utiliza- 
tion of — and, by inference, access to — care among 
adolescents from racial and ethnic minorities is that 
differences in utilization may more accurately re- 
flect socioeconomic status (and financial access) 
than racial and ethnic background. It is not 
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^ee clL 6. ' Cliroiuc Physical nioeasca: PrevcmioD and Scrvicca," in Vol U, for lutthcr discmtioii of cbroalc ptaysici] Ulaeucf «nd ch. 10 
'*PKgiiaiicy iod Pftraitii^ 

><>ltocciitf do iKH add to 100 becjttiM ind^ 
a86). (Other ncul categane« m "A*iMi/P*dfic lilaoder'* and American Indiao/Aliiki Native" (2S6).) TTic rmd^Mauc diftributkxi of the NAMCS 
ndoleacentpatiempopiilatiOQ U almost identical to tbe aU ^et po|mlatk>n in NAMCS: aocotdii^ to NAMCS, 90percem of NAMCS p^ietHs w«re white, 
awl 10 peiccm WW -black and other** hi 1985 (and in the 

|nibtic«tions(e.g,. 286); they are availabk at niqmMished data fittmi NCHS. Imt of^ 
reliable* eq>eciaUy if foxther diai^ggiegated by age groups (288). 

> lAi of My 1 « 1988, apptoximatdy 81 percent of the adoloK^cnt popolaOon (ages 10 to 18) was white (both Hispanic and non-Hispanic) 16 pcR:cot 
wat black (inclndhig Hiqiank: ai^ non-Hispank:); and 10pen:enl was Hisp«nk (of any race). 

^^saucs in financial access to health services are discussed inch. 16. '^Financial Access to Health Scnricca.** in thii vohmw> TV rfii^tirMhip f^^^^^iffr 
poverty and racial and ethnic backgroond. and nonfinaocial issues in delivery of health and related soviet to poor ndolesc«nts and raciJJ and ethnic 
nainority adolesccsits, m discussed in ch. 18. ' Issues in the Delivery of Scrvicca to Selected Gnutps of Adolescents/' in this vohmie. 
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Table 15-2— Visits to Private Offlc^^Bssad Physicians by U.S. Adolaacants Agat 10 to 18, 

by Diagnostic Sarvica and Sax. 1985 





NumK>er of 








LMcigno9iK; service 


visits in 




Female 


Male 


thousands 


Both sexes* 


adolescents* 


adolescents* 


^4one 




45.3% 


40.9% 


50.4% 






24.8 


28.7 


20.3 


Urinalysis 




14.2 


17.0 


10.9 


Other lab test 


5.887 


11.7 


14.1 


8.9 






10.0 


11.4 


8.5 


Qlucose test 




8.4 


10.9 


5.6 






8.1 


7.8 


8.4 






7.8 


7.2 


8.6 


Radiology 


4.379 


8.8 


7.2 


10.5 


Potvte exam 


2.813 


5.6 


10.4 




Blood chemistry 




4.0 


3.4 


4.7 


Breast exam 


1,809 


3.6 


6.5 


0.2 


Pap test 




2.4 


4.5 




Recta] exam 


1.118 


2.2 


3.5 


0.7 



*PmrcmniBQm inay not total to 100 b*cm»M Min* visits may hav* InducM mor» than on* ssrvio*. 



SOURCE: U.S. Dapsrtmant of Ktoalth and Human Sarvteas, Public Haalth Sarvtea, Carrtart for Dtoaaaa Control. National Carrtar for Haalth Statlstlca. 
unpuMlshad date from tha 1985 National Ambulatory Madical Cara Survay. Hyattevilla. MD. 1989. 



Table iS^Vislts to Private Office-Based Physicians 
by U.S. Adolescents Ages 10 to 18, by Nonmedicatlon 
Therapy Ordered or Provided, 19&5 



Nonmedicatlon therapy 


Numtwr of visits 
in thousands 


Percentage" 




96.016 


71.7% 


Ambulatory surgery 


4.406 


8.8 


Otiw counseling 


4,293 


8.5 


Physiotherapy 


1,935 


3.8 


Diet counseling 


1,460 


2.9 


Family planning 


1,070 


2.1 


Psychotherapy 


996 


2,0 


Corrective lenses 


842 


1.7 


Other 


789 


1.6 



^•fcentaoss may not total to 100 Kmci^ torn visiti may have included 
mors than ons therspy. 



SOURCE: U.S. Department of Health and Human Servfcea, Public Haalth 
Service. Centers (or Dlaaasa Controi, National Centarfor Health 
Statistics, unpublbhad data from the 1 965 National Ambulatory 
IMedica) Care Sunfey, Hyattsville. MD, 1089. 

possible to analyze NAMCS data by patient socio- 
economic status, and the 1988 NHIS did not present 
physician contact information by family income 
level for adolescents. NHIS did, however, present 
physician contact information by family income 
level for all children and adolescents under age 18 
combined. NHIS found that children and adoles- 
cents in families with incomes between $10,000 and 



$19,999 were the least likely of aU children and 
adolescents to have had any physician contact (75.3 
percent had at least one contact) and had the lowest 
number of contacts per person per year '3,5) (287). 
Children and adolescents in families with incomes 
below $10,000 had shghtly fewer physician contacts 
(4.4) than those with incomes between $20,000 and 
$34,999 (4.6), and even fewer than those with 
incomes of $35,000 or more (5.2) (287a). 

Adolescent Hospitalizations 

Hospitalization is a fairly rare event for U.S 
adolescents. NHIS found that only 2.2 percent of 
12- to 14-year-olds and 4,7 percent of 15- to 
17-year-olds (3.5 percent when hospitalizations for 
infant delivery were excluded for 15- to 17-year- 
olds) were reported as having been hospitalized in 
1988 (287).i3 These were the next to the lowest rates 
among all age groups shown in the NHIS report; 
only 5- to 1 l-year-olds had a lower hospitalization 
rate (287).»^ 

To some extent, the black-white differences found 
in physician contacts for ambulatory care are also 
found with respect to hospitalizations. According to 
the 1988 NHIS, 1.7 percent of black 12- to 14-ycar- 



>3lniiic hMS dcfimtion, abospitalization ('liMpit^ 
the period of stay of iwcU newborn infant" (2£7). r-- / ^ mMm^uM^m%;jtajpi 

|^T^'»tcswcre2^pcfcciUfor5.to7-yearK)ld«ind2,0pcfccmf^ 
havii«bc<»boipitalized in 1988; after igc 18. tlierwcin^^ ^ 

^ »mie leading reasons for hospitaUzatioo of 10^ to 18-ycar-oIdi are diicnised in cL 6. ' 'ChiDnic Physical Olnesiet: Ptwmtionand Semcei.* * in Vol. 
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Figure 15-2— Visits to Private Office-Based 
Physicians by U.S. Adolescents Ages 10 to 18, 
by Disposition, 1985* 



Return if needed 

<30%) 




No followup planned 
(18%) 



Figure 15-3— Visits to Private Office-Based 
Physicians by U.S. Adoiescents Ages 10 to 18, 
by Duration of Visit, 1985* 

Estimated number of visits • 50,218.000 



Telephone followup 
planned (4%) 

^ Referred to other 
pl.ysician (2%) 

Ad.-nitted to hospital 

Other (1%) (1%) 



11-15 minutes 
(30%) / 



6-10 minutes 
(32%) 




30 minutes 
(18%) 



31 minutes & over 

0 minutes" 
(3%) 

5 minutes 
(14%) 



Return at specified time 
(47%) 

■P«fo«rtag«s may not add to 100 bwauM of rourxJing. 
SOURCE: U.S. D*p«rtm*nt of H«alth and Human SwvtoM. Pubic Health 

S«rvica. Cantor » for CNmam Control, National Cantarfor Haallh 

Statistics, unpubllshaddata from tha 1 S8S National Ambulatory 

Madical Cara Survay. Hyitttsvllla. MD. 1 989. 

olds and 3.5 percent of black 15- to 17-year-oMs'* 
were reported hospitalized in 1988, as compared 
with 2.3 percent of white 12- to H-year-olds, and 3.6 
percent of white 15- to 17-year-olds''' (287). How- 
ever, the lower the family income, the more likely 
children and adolescents are to be hospitalized, 
according to NHIS data (287). 

Guidelines for Screening and WBll-Ciiild 
Care Visits 

Little is known about what health screening 
periodicity is most appropriate and effective for 
adolescents, especially those at high risk for the 
common morbidities of adolescence. The American 
Academy of Pediatrics recommends that, from ages 
10 to 18, adolescents should be screened every 2 
years (10). The U.S. Preventive Services Task Force 
concluded that, from ages 7 to 18, except for routine 
pap smears for sexually active females ages 13 to 18 
and a tetanus-diphtheria booster for all adolescents 
between ages 14 and 16, the scheduling of additional 
visits and the frequency of individual preventive 

'•These figures exclude deliveries; with delivmes, 5.8 percent of black 15- to I7-ye«r-old» fcported taoqritalizod 

"TJe^figure. wclude deliveries; with delivoici. 4.5 pacent of white 1 5- to 17.year-old. and 5.8 p«ccm of black 1 5- to 1 7-ye.rH,Jdf woe icponed 
to^^talued. R.c«I difference, in pregn«K:y ««l With rate. «e di«:««ed more fiJJy in ch. 10. ' 'ftegn^Kry and P-endng: ^^el^S? 

to JIi^^lJ?l?KSK' 18 with flunilylncocie. leu a«n$10.000 we,* hospitalized in 1988,conipai«I 

S^y'S^o^ S^TSSclSr ' ' * '"'^ "^^^ 

F J^tJT)^"*""^ °' welkAild^aie visits for younger children was euminod by OTA in it. 1988 npoit Healthy Children: Investing in the 

to««for •doloiccnu. A n«jor re.«« the chapter discusses pediatricians in particular U that afanost dl infofmatiWhubeen f^^Z 
pediatricians. Tim, this group has also taken the lead in exaniiniEgiu own abiUt^ ™» pwn coiiecteo nom and by 



■Paroantagaa may not add to 100 bacausa of rounding. 
"Rapraaanta offloa vialts In which thara was no faoa-to-fao« contact 
batwaan tha patient and tha physician. 

SOURCE; U.S. Dapartmant of Haahh and Human S«vioa«. Public Haalth 
Sarvica.Cantara for DIaaaaa Control. National Cantarfor Haalth 
Statist lea. unpubllshaddatafromthai885 National AmbijMtory 
Madical Cara Survay, Hyattsvilla, MD, iae9. 

services should be left to clinical discretion because 
of lack of data and differing patient risk profiles 
(291). 

Many physicians subscribe to the recommenda- 
tion by some (e.g., 174) that adolescents should visit 
a physician for well-child care and anticipatory 
guidance at least once a year (28). OTA has not 
examined the efficacy of any recommended sched- 
ules for routine periodic screening of adolescents.*^ 

Health Care Professionals' Interest In 
and Ability To Care for Adolescents^^ 

Attitudes of Pediatricians Toward Accepting 
Adolescents Into Their Practices 

Since 1972, the American Academy of Pediatrics 
has officially endorsed pediatric care to continue 
until age 21 and even beyond 21 years for certain 
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Table 15-4— visits to Prtvat» Offlc«-Bas«l Physicians by U.S. Adolescents Ages 
10 to 18. by Patient's Race and Ethnicity, 1985 

Number of Numbe' of 

Pa tient , race and ethnldty X^^_^^^_;;^^^Z^ 

^' ^'*« 50.218 1000% Te 

Hacm 

White 44 812 89.2 1 7 

4.365 8.7 0 9 

1.040 2.1 M 

Emnlclty 

""panic 3,653 7 3 NA 

Not Hispanic 46.564 927' NA 

NA-No(tvail«bl«, ~ * 

"S!!!!,,** 'T?*.?^*fJ2f noninrtttulion«lii«d population orth*Unit«d St^M, wdudlng AlMiwand 

n«WBii, 9^ of July 1 , 1990. 

SOURCE; U.S^«piirtm«ni of .nd Human SarvioM. Public H«alth Sarvloa. C«it«r» tar DlMasa Control 

National C*,t.f tor Haalth Statiatic. uopoWtahad data from tha 1985 Nati^Kial AmbiiatoTITiJio^Car^ 
Sorvay, Hyattavila. MD, IMS. ' 

young people with chronic illness or disability (15). This study also reported that ahnost 90 percent of 
yJ^^.t Midwestern physicians conducted in pediatricians did not anticipate any further changes 
1980 to 1981 found, however, that only 40 percent in their practices* age cutoff poUcies (226) More 

PjfToif 'n ^° *e information concerning physician age cutoff 

ot 18 (226). Pediatncians practice poUcies for poUcies is not available, 
cutoff ages differed for accepting new patients into 

their practices and continuing a professional rela- Midwestern physicians practicing general-family 

tionship with established adolescent patients. Six- niedicine, obstetrics/gynecology, pediatrics, internal 

teen percent of pediatricians would not accept a new niedicine, and psychiatry have also been surveyed 

patient into their practices who had reached the age ™^ ^^^V' ^ general, these physicians were only 

of 15, and 42 percent would not accept a new patient moderately interested in adolescent health care, with 

who had reached the age of 16. For adolescent percent of the sample expressing a definite 

patients already established in a pediatric practice, 7 interest. The return rate of this survey was only 34 

percent of pediatricians would end their care by the P»cent; however, one can surmise that nonpartici- 

time the patient reached 15 years, and 20 percent by physicians were even less interested in 

the time the patient became 16 years old adolescent health care than were respondents. 

hi general, the pediatricians participating in this T^^^^ Spent With AdOleSCBnt Patients 

smdy whc had low self-assessed competence in ^ « . 

handling traditional adolescent problems (especially ^^^^ ' Ofllce-Based Physicians Spend 

in contraceptive needs and emotional problems) With Adolescent Patients? 

"^"^ "!^r!t?^^^ ^° P°^"^s *an As noted earlier, the 1985 NAMCS found that the 

others (226). However, insufficient training in ado- most common amount of time that private office- 

lescent medicme and discomfort with adolescentj. based physicians spent with adolescent patients was 

were not usuaUy given as reasons for pediatricians' between 6 and 10 minutes; the second most common 

use of an adolescent age cutoff poUcy (12 and 7 amount of time was between 11 and 15 minutes (sec 

percent of responses, respectively). The most fre- figure 15-3).2» An earlier national studv of pediatri- 

qucnt reason cited for an age cutoff policy was a cians determined that, on average, the duration of 

group practice s preestabhshed decision (37 percent visits was 1 1.0 minutes with younger adolescents 

of re^nses) rather than a decision made by an (ages 10 to 14) and 11.6 minutes with older 

mdividual pediatrician partic ipating in the survey. adolescents (ages 15 to 19). Pediatricians spent an 

"It u intocstiiig to note that length of viiiti 10 ichool-Uiiked health centen (SLHCi) by adoletccatt ii lubatutiaUv 1oq» t ^ . b„k«, i-o-. 

h« fc^d *a. a^ ^JO p«cc« of .he vi,iu .0 the 23 SLHC. th- itZpo^^^S^ ^90 ^^^^^^^^ 
S^^^-) ^ 20 minute .action below «m..S^v«ion. in the Deliv«y of hL^SiJJS,^ 
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average of ai^Troximately 1 minute more with 
adolescents tlian they did with other noninfant 
patients (US). 

How Much Anticipatory Guidance Do Adolescent 
Patients Receive? 

An area of specific physician behavior that many 
believe could enhance adolescents' health is ''antic- 
ipatoiy guidance/* or counseling about topics im- 
portant for health and well-being. The American 
Academy of Pediatrics recommends that pediatri- 
cians routinely address a range of topics with 
adolescent patients (10).^ Qearly, helpful discus- 
sion can be time-consuming. It should be noted, 
however, that very few pediatricians (fewer than 2 
percent) stated that they had established age cutoffs 
for adolescent patients because of excessive time 
demands of this age group (226). 

A direct observation study of office-based general 
pediatricians found that they spent an average of 
7 seconds on anticipatory guidance for adolescent 
patients ages 13 to 18, 37 seconds for children ages 
5 to 12, and 87 seconds for older infants (223). It 
should be noted that the pediatricians observed in 
this regional study contrasted with the physicians 
included m the national $anq>le because those in the 
regional study averaged fewer minutes for total visit 
time with adolescent patients (8.4 minutes). How- 
ever, this study also determined that younger physi- 
cians and those in group practice were more likely to 
spend more time with their patients in general, and 
that the mean proportion of visit time spent address- 
ing anticipator)' guidance issues was greater (223). 

The content of physician-provided adolescent 
health counseling has been studied using three 
different designs. A direct observation study of 
pediatricians documented that 88 percent of antici- 
patory guidance time was divided between discus- 
sion of potential organic problems (54 percent) and 
immunizations (34 percent). Nutritional issues ac- 
counted for 2 percent, and development accounted 
for 4 percent of health counseling time. Behavioral 
issues, sex education, and safe^y issues were not 
addressed by this sample of pediatricians (223). 

A second study surveyed a national sample of 
pediatricians to explore their practices and attitudes 



toward efforts to prevrnt adult heart disease. It found 
tliat {^proximately 80 percent of pediatricians stated 
that they routinely discussed cigarette smoking, 78 
percent discussed exercise, and 48 percent routinely 
discussed diet with their adolescent patients during 
health maintenance visits (191). 

The third study that explored physicians' provi- 
sion of health counseling to adolescents was a 
questionnaire survey of coUege freshmen. Its find- 
ings appear to contradict what physicians have 
stated to be their routine practices. The majority of 
this study's older adolescent respondents reported 
that they had received no health counseling from 
their physicians ovl lac following subjects: cigarette 
smoking (76 percent), aJcohoI/drag use (80/82 
percent), depression/suicide (82/90 percent), stress 
(69 percent), seat belt use (90 percent), contracep- 
tion (81 percent), sexually transmitted diseases (79 
percent), and heart disease prevention (81 percent). 
General nutrition counseling was not recalled by 46 
percent of college freshmen. In general, internists 
were more likely to provide health counseling on 
cigarette use, substance use, and heart disease 
prevention than were pediatricians, and more likely 
than family/general practitioners to discuss cigarette 
use and alcohol use ac >rding to the students' 
recollections. Both internists and pediatricians were 
more likely to provide counseling on weight control 
and nutrition than were family/general practitioners. 
This study also found no correlation between the 
level of counseling provided and college students* 
reported involvenMnt in health-conqyromising be- 
haviors. The length of the doctor-patient relationship 
did not seem to influence the likelihood of physi- 
cians' provision of health counseling to their adoles- 
cent patients (130). 

A study conducted in Canada asked adolescents 
ages 13 to 18 what issues they would like to discuss 
or have covered when they visit primary care 
physicians and now often the issues were actually 
discussed during a visit (170). The study is some- 
what flawed in that both questions were asked 
simultaneously; the results would be more valid if 
the responses had been independent. In addition, the 
study u js conducted in Canada and may not apply 
to the experience of U.S. adolescents. However, 



^^rmgeof topics tfaAt can polentiiUy be discoiicd I7 ottemive (10). An ofRdil of tha Aniiri^^ a^^h#^ /if p#M«>tr ir« 

notes that in practice, physiciMii will genendly lead witli only a cooplc of basic questions (e.g., How are things going in school? How are things at home? 
How are things going with friaids?). If "red Hags" are raised daring responses to these qoestioos, the physician wiU pursue with em more pointed 
questions hsted in the American Acadetny of Pediatrics' guidelines (240). 
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results of the study were consistent with previous 
studies that found diverging interests of health care 
providers and adolescents (see 170, for a review) and 
suggest that, at least £rom the adolescents* perspec- 
tive, adolescents' real concerns are not being at- 
tended to by health care providers. In abnost all 
cases, adolescents reported that discussion of issues 
of interest to them took place considerably less 
frequently than the adolescents desired.^^ As dis- 
cussed in chapter 6 of this Report,^ other studies 
have found that adolescents and health care provid- 
ers often disagree on what are the adolescents' most 
important health care needs. 

Physicians' Attltailes Towanl Confidentiai 
Health Care for Adolescents 

Another important area of physician behavior 
regarding adolescent health care is patient confiden- 
tiality. Concerns about confidentiality may limit 
adolescents* access to needed services.^ A study in 
Canada found that adolescents expressed a prefer- 
ence for seeking contraceptive services from family 
planning clinics nuher than from their family 
physicians because they believed that their confi- 
dentiality would be broken and their parents in- 
formed (309). 

Two separate studies have explored physicians' 
attitudes, toward confidential health care for adoles- 
cents.^ The first study was a national survey of all 
physician members belonging to The Society for 
Adolescent Medicine and a random sample of 
pediatricians (166). This study found that 75 percent 
of the surveyed physicians strongly sui:^rted pa- 
tient confidentiality, especially around sexuality 
issues and especially for adolescents who s^peared 
mature* Physicians who spent more than 20 percent 
of their practice time with adolescent patients, 
physicians who had formally declared their rpecial 
interest in adolescents through membership in The 
Societ> for Adolescent Medicine, and younger 
physicians (under age 44) were all more likely to 
support confidential health care for adolescents 
(166). 



A more recent study, ais conducted as a mail 
survey of practicing physicians, was a regional 
investigation of physicians' attitudes towanl using 
deception to resolve difficuli ethical problems (202). 
The sample was compored of general practitioners, 
surgeons, obstetricians, gynecologists, and inter- 
nists. In this study, the majority of general practi- 
tioners, surgeons, and internists (61 percent overall) 
stated that they would inform the mother of a 
pregnant 15-year-old about her daughter's preg- 
nancy, de^ite the adolescent's strongly stated desire 
that the physician not break her confidence. The 
hypothetical adolescent was planning to seek termi- 
nation of her pregnancy, despite her parents' dis- 
approval. In contrast to other |rfiysician groups, the 
majority of obstetrician-gynecologists (63 percent) 
stated that they would withhold information about 
this patient's pregnancy from her mother. In addi-- 
tion, obstetrician-gynecologists were twice as iiKely 
as physicians from other groups to cite respect for 
confidentiality as their justification fox not inform- 
ing the adolescent's mother. Physician age s^ypeared 
to be directly correlated with their decisions; the 
older the physician, the more likely he or she was to 
inform the parent of the adolescent's pregnancy 
(202). In summary, it appears as though physicians 
who have child- and adolescent-oriented training 
backgrounds, physicians experienced in reproduc- 
tive health care, and younger physicians are more 
likely to honor adolescent patients' requests for 
confidential health care. 

Health Care Prowiders' Competence 
In Diagnosing and Treating Adolescents' 
Specific Problems 

How Enectivaiy Do Physicians Recognize 
Adolescent Problems? 

A very small body of empirical work has explored 
how well primary care physicians recognize specific 
adolescent health problems* Most smdies in this area 
have focused on the identification of mental health 
and substance abuse probleins. Pixrther, most studies 
have been conducted by and among pediatricians. 



^In order by level of interest, the topics were: pliyiicAl fitness* natritioii. growih, sexually transmitted diseases, contraceptioii, acne, fear of cancer, 
obesity, feelings of depression, lack of confidence. The discrepancies between adolescent intnest and adolescent reports of physicians * having discussed 
the issue are given in ch. 6, '*Cbn>nic Physical Illnesses: Pttvention and Services," in VoL U, 

^"Quonic Physical Illnesses: Prevention and Services/' in Vol. O. 

^spor fttrtbcr discussion, see dt 17, '^Consent and Confidentiality in Adolescent Health Care Decisiomnaki^g,** in this volume. 

^See clt 17. "Consent and ConfidentiaUty in Adolescent Health Care Decisionmakiflig.** in this vohime for a discussion of professional ethical 
standards relevant to consent and confidentiality. 
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The perfonnancc of physicians practicing internal 
HMdicine or family practice is as yet untested. little 
research has explored physicians' effectiveness in 
diagnosing or managing other problems common 
among adolescents* 

Phyacians' Identiflcation of Emotional and 
Behavioral Problems — Primary care [rfiysicians 
appear to have difficulty in identifying children who 
have behavicHtd or emotional problems. Mo^t of the 
snidies cited in this section were performed on 
general pediatric populations or on preadolesc^nt 
children. Data relevant to adolescents are specified. 

The identification of mental health problems 
among children and adolescents is a controversial 
issue. A scheduled national study of the prevalence 
of mental health problems among children and 
adolescents is still in a pilot-study phase. Until that 
study is completed, comparisons of physician identi- 
fication rates with overall prevalence rates based on 
epidemiologic studies should be vieweii cautiously. 
The most recent studies suggest that between 18 and 
22 percent of U.S. adolescents have mer*al health 
problems requiring treatment.^ In contrast, a study 
of pediatricians' practices found that only 7.9 
percent of 10- to 18*year-olds were judged to have 
mental health problems (103). Several other studie& 
have found that psychiatric diagnoses mtdc by 
paediatricians in prepaid group practices (inck^ding 
health maintenance organizations) ranked from 
2 to 10 percent among the enrolled populations, and 
between 3 and 12 percent for patients who actually 
used the facility's healdi care services (36,66,69,124). 
A study of seven primary care facilities found that 
the proportion of children who were recognized as 
having behavioral, educational, or social jTroblems 
varied between 5 and 15 percent by institution (265). 
This study appeared to use broader categories of 
problems than did other studies, which may explain 
its higher rates. 

Thus, epidemiologic studies using standardized 
detailed assessmmt tools show a significantly higher 
proportion of children as having behavioral and 
emoticmal problems than do prevalence idies 
based on pediatricians* c'inical assessmenis* fiow- 
ever, this observation does not answer the question 
of how well pediatricians identify children with 
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Available evidanoa suogatts that many primary care 
physkians do not feel oon-lbrtabfe treating adolesoents 
and tend to undefdiaQnose certain types of problems 
in acMeecents, 

emotional and behavioral problems. Two separate 
studies specifically addressed this question. Each 
study compared pediatricians* reports with detailed, 
comprehensive psychiatric assessments that wctc 
made independently. The design of the first study 
was ba'ied on a psychiatrist's best estimate of a 
DSM-iU diagnosis^ in an individual child, synthe- 
sizing data from three sources: 1) direct interviews 
of parents, 2) direct interviews of children, and 3) 
standardized questionnaires (59). The children in- 
cluded in this study ranged between ages 6 and 17. 
Adolescent-based data were not analyzed sepa- 
rately, but the study sanqple must have contained a 
relatively large proportion of adolescents because its 
age was approximately 14 years. This study 
found very little correlation between pediatricians' 
reports of psychiatric and behaviond problems and 
assessments made by the psychiatrist and very litde 



^See cIl 1 1 . " Meotal liealth Probienu: Prevcntioo and lYeatmcD:, * * in Vol. for t diicustioD of the prevakace of adoletooit mental health p» ^emt. 

^ADSM-mdtagDOiitisadinszkosU of i fDcotal disorder baaod on the ciiieria pitt foflh in the Aii»rk:an Piychiatfic A 
Statittkal MoHnal, 3rd editioD (23a). 
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coiTelation between pediatriciaos' reports and inde- 
pendent reports by the children and their parents. In 
&2dition« the study found, pediatricians underre- 
ported both major and less serious psychiatric 
problems. Overall sensitivity^ of pediatricians* 
reports in diis study was 38 percent using the 
psychiatrist's synthesis anc^ judgment as the stand- 
ard. For example, pediatricians identified only 7 (35 
percent) of 20 depressed children. 

The second study involved children ages 7 to 1 1 
attending pediatric prunary care clinics in a health 
maintenance organization (71). Pediatricians' judg- 
ments about the presence or absence of emotional 
and behavioral problems were compared with scores 
of two previously validated instruments: the ** Child 
Behavior Checklist/* which is a well-known paren- 
tal questionnaire that screens for social competence 
and behavior problems, and the ''Diagnostic Inter- 
view Schedule for Children/ ' a set of two structured 
psychiatric interviews for children and their parents 
that are designed for use in epidemiologic studies. 
This study found that the standardized psychiatric 
assessment identified twice as many children (11.8 
percent) as having problems as the pediatricians did 
(5.6 percent). Specific examples include pediatri- 
cians identifying one-third of the children independ- 
ently diagnosed as having attention deficit disorder, 
35 percent of the children with conduct disorder or 
oppositional disorder, and 21 percent of the ciuldren 
with anxiety disorder and phobias. Only one of the 
0ve children diagnosed as having depression was 
identified by a pediatrician. Overall, pediatricians 
failed to identify 83 percent of children with 
psychiatric problems. In contrast to the findings of 
the previously cited study (59), this study found 
pediatricians* diagnoses to be highly specific; that 
is, they correctly identified 84 percent of the 
psychologically healthy children (71). 

There are several reasons why primary care 
physicians such as pediatricians may not identify 
emotional and behavioral problems very effectively. 
Short visits are a frequently mentioned barrier to the 
identification of such problems (58,136). It is clearly 
not possible to achieve knowledge and understand- 
ing of an individual's social and psychological 
functioning in brief amounts of time. 



A second reason for primary care j^ysicians' 
tendency to underdiagnose behavioral and emo- 
tional problems may be that some adolescents and 
their parents do not initiate discusaion of emotional 
and behavioral issuts with their primary care f^ysi- 
cians (58). However, a study conducted in 1969 
found that 12 percent of mothers attending a 
pediatric outpatient department in an urban teaching 
hospital generated spontaneous written concerns 
about their children's behavior or mental health 
(264). The same study repcHted that even when these 
concerns were written, physicians recorded their 
recognition of less than half. Physicians were more 
likely to document their awareness of mothers' 
written concerns about their children's somatic 
problems (78 percent recognition rate) than their 
concerns about behavioral issues (42 percent recog- 
nition rate)* 

The third major reason that may explain primary 
care physicians' tendency to underdiagnose behav- 
ioral and emotional problems is that many primary 
care physicians have not had much fomial education 
and training in this area (136). 

Physicians' Identification of Substance Abuse 
Problems^^ — ^Although physicians believe that drug 
and alcohol use is a serious problem among adoles- 
cents and they report willingness to deal v/ith 
adolescents* substance use problems, the available 
evidence does not suggest that physicians, as a 
group, are currently able to identify substance abuse 
problems very effectively. 

A recent national study of 617 primary care 
practitioners conducted by the American Medical 
Association (AMA) found that physicians appeared 
willing to provide counseling for adolescents v^tfa 
alcohol problems, and to refer them for specialized 
substance abuse treatment (23). More ihm half (55 
percer t) of the surveyed physicians stated that the 
misuse of alcohol anfK>ng adolescents is a very 
serious problem. Almost three-quarters (72 percent) 
of the responding physicians reported having seeL 
counseled at least one adolescent with an identified 
alcohol problem in their medical practices; the most 
common response was two adolescent patients. 
One-third of physicians had counseled between 1 
and 5 adolescent patients for alcohol problems, and 



^Sensitivity is odc mtuart of the validity (or acctiracy) of a diagnostic or screening test: the percentage of all those wbo actually have tbt condition 
being tested for aiKl who are correctly identified as positive by the test. 

^See ch, 12. "Alcohol, Ibbacco. and Drug Abuse: PieventioB and Services." in Vol II for a discussion of the prevalence of drug aixl alcohol abuse 
among adolesceou. 
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an additional 1 2 percent of i^ysicians had counseled 
6 to 10 adolescent patients for this problem. It should 
be noted that the average percentage of patients 
between ages 12 and 18 for this friiysician sample 
was 13.4 peicent. More than one-third (36 percent) 
of the 5*^eyed physicians' practices contained less 
than lO percent adolescents, and only 15 percent of 
practices contained at least one-quarter adolescent 
patients. This published data set did not determine 
the relationship between percentage of adolescent 
patients in a practice and the likelihood of a 
physician's providing counseling for an alcohol 
problem. In addition, this study did not explore 
whether the physicians had actually independently 
identified adolescent patients with alcohol problems 
or had provic^od counseling for patients with previ- 
ously known alcohol problems. Although this study 
included physicians from several different primary 
care specialties (family and general practice, pediat- 
rics, internal medicine, obstetrics-gynecology), it 
did not categorize response by specialty. 

The large majority of physicians (73 percent) in 
the AMA study stated that they had initiated 
discussion about alcohol use with their adolescent 
patients; fewer physicians (57 percent) had initiated 
discussion concerning alcohol use with their adoles- 
cent patients' parents. Almost 90 percent of sur- 
veyed physicians (89 percent) favored including 
counseling and treatment for alcohol use as part of 
their practices. The vast majority (99 percent) of 
surveyed physicians stated, however, that they 
would not treat adolescents with a serious alcohol 
problem by themselves, but they would include 
referral to a specialized treatment program for 
problem drinkers. 

respite physicians' willingness to treat minor 
problems related to substance use and £q)propriately 
refer more serious problems, it is probable that* as a 
group, physicians do not identify substance abuse 
problems very effectively. Supporting data are based 
on studies conducted in teaching hospitals. Evmi 
though these studies did not include office-based 
physicians, it is not likely that their group perform- 
ance would be better, given that practicing ptkysi- 
cians are the pro^^acts of teaching hospitals, and that 
physician educi^Hon and training in the area of 
substance abuse is a recent phenomenon (1 10,161). 

The first study was conducted at the Johns 
Hopkins Hospital in Baltimore (187). Although it 
concerned the diagnosis of alcoholism in adult 
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patients, the study's findings probably reflect the 
issues relevant for adolescent patients. The purpose 
of this study was to determine how weU physicians- 
in-training (i.e., residents) and physician faculty 
detected alcoholism in hospitalized patients. The 
hirge majority of patients were admitted to the 
hospital for problems other than alcoholism. The 
patients were screened independently for alcoholism 
by structured interview and questioimaire. Physi- 
cians were interviewed about individual patients to 
determine whether they had diagnosed any alcohol- 
related problems, how their diagnoses were deter- 
mined* and wha; treatment plans had been made. It 
was found that house officers' and faculty physi- 
cians' detection rates varied between 0 and 66 
percent depending on clinical specialty. In general, 
faculty physicians performed no better than their 
trainees, the resident physicians; in fact, the house 
officers (residents) of some specialty services were 
more successful than their faculty in identifying 
alcohol problems. Overall, psychiatrists perfomied 
better than other specialists; they correctly identified 
two-thirds of patients with alcohol-related problems. 
Internists successfully identifit;d 35 to 52 percent of 
patients, surgeons identified only 20 to 27 percent of 
patients, and gynecologists were virtually unable to 
identify any patient as having an alcohol problem; 
their sensitivity was 0 to 7 percent (187). 

A second study was conducted in the emergency 
department of an urban teaching hospital (58). This 
study reviewed the medical records of 346 motor 
vehicle accident patients to determine the surveil- 
lance of alcohol intoxication by surgical resident 
physicians. This study found that only 25 percent of 
these patients were tested for blood alcohol concen- 
tration even though current textboc^ recommended 
routine testing of all trauma patients for alcohol use. 
A State law that was enacted during the course of the 
study allowed a hospital laboratory's analysis of 
patients' blood to be used to establish probable cause 
for drinking. Hiis law did not affect the surgical 
residents* rates of determining pcitients' blood alco- 
hol concentration levels. In addition, no patient was 
referred by these surgical residents for further 
evaluation or treatment of alcohol abuse (58). This 
study's findings of surgical residents' inattenticm to 
alcohol problems are similar to the earlier study's 
findings. 

Two studies have attempted to assess physicians' 
detection of substance abuse problems in an adoles- 
cent patient population. In a study by Oelberg and 
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Finkelstein of the patient records of hospitalized 
adolescents, the majority of internal medicine and 
obstetric/gynecologic records contained documenta- 
tion of a history of smoking and alcohol use; 
pediatric and surgical records did not contain such 
documentation (204). However, very few records 
from any specialty service contained information 
concerning illicit drug use. 

In a more recent study, 54 new adolescent patients 
presenting for outpatient care in an urban teaching 
hospital's adolescent medicine program each com- 
pleted a structured questionnaire designed espe- 
cially to assess adolescent patients' involvement 
with drugs and alcohol (254)* The responsible 
medical clinicians independently judged the likeli- 
hoods of their individual patients as having sub- 
stance abuse problems. Thirty-seven percent of 
patients independentiy self-reported substance use 
at sufficiently high levels to be considered abusers. 
The sensitivity of medical providers' judgments was 
only 25 percent, and the positive predictive values 
(concordance between medical provider and pa- 
tient's self-report on the presence of substance 
abuse) was only 46 percent, slightiy worse than 
chance alone. In this study, as in others based on 
adult patient samples, Tiiedical providers greatly 
underestimated the presence of substance abuse 
problems (254). 

There are several reasons for physicians* rela- 
tively poor performance in identifying substance 
abuse problems. First, historically, medical schools 
and residency training programs have not addressed 
the issue of substance abuse. Although this situation 
is changing, with both schools and individual 
training programs now incorporating substance abuse 
issues into their curricula, physicians who are 
already in practice will not be exposed to this body 
of knowledge. One study, conducted among medical 
students and resident physicians in 1986-87, found 
a strong relationship between trainees' perceived 
role responsibility regarding alcoholic patients, self- 
confidence in their skills, and their reported screen- 
ing and referral practices (97). In particular, trainees 
with higher levels of self^onfidence in their skills 
had enhanced perceptions of their role responsibili- 



ties for screening patients for alcoholism and for 
providing interventions through referral. Physician 
resistance to caring for patients with substance abuse 
problems is thoaght to be related to their lack of 
formal learning and preparation (136). 

A second barrier to physician identification of 
substance abuse problems is related to patient 
attitudes. Probably a majority of patients with 
substance abuse problems deny that they have such 
a problem and resist evaluation and intervention 
efforts (136). Adolescents may be particularly reluc- 
tant to admit substance use to a health professional 
when a parent is present during the visit. One survey 
of 54 substance-abusing adolescents found that 46 
percent responded dishonestly to a physician's 
questions about alcohol or drug use, often because a 
parent was present (96)* Even well-meaning physi- 
cians, if they lack appropriate assessment skills, may 
not be able to identiify substance abuse problems. 

Hie third major barrier to identification of sub- 
stance abuse disorders is organizational. Assessment 
of substance abuse disorders is time-consuming, and 
in general, primary care practitioners may not be 
adequately reimbursed for time spent with and on 
behalf of patients with substance abuse problems 
(136)* In addition, it may be difficult for physicians 
to gain access to treatment resources for their 
patients.^* 

Physicians' Identification of Physical Problems — 
For the most part, the ability of physicians to identify 
physical problems in adolescents has not been 
studied empirically (28). An example of a group of 
physical problems that has received some study — 
albeit minimally — is dermatological problems* Ad- 
ditionally, one study examined how well hospital- 
ized adolescents are screened for a variety of 
physical problems. 

Primary Care Physicians' Ability To Identify 
Dermatological Problems — ^Primary care physicians' 
identification of dermatological problems has been 
studied minimally; their ability to nianage such 
problems has not been studied at all. Dermatological 
problems are a leading reason for adolescent visits to 
physicians.^^ However, dermatologists provide care 



^'See chu 16, **PinaDdAl Access to Health Services,'* in this voiuine, tot a discussion of financial issues in adolescents' access to substance abuse 
treatment and ch. 12, ^'Akobol, Ibbacco, and Drug Abuse: Prevention and Services,** in Vol. n, for a discussion of other issues in gaining access to 
sofaitance abuK treatment services for adolescents. 

32See ch. 6, "Chronic Physical Illnesses: Prevention and Services,** in Vol n, for a discussion of commoo f^ysical problems in adolescence. Also 
see '*Heal& Care of Adolescents by OfiGice-Based Physicians: National Ambulatory Medical Care Survey'* (284), 
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for only 37 percent of dcnnatological problems 
overall; the remainder are largely seen by primary 
care physicians (132). 

A study of 285 adult primary care providers 
(family and general practitioners and internists) 
found that, on the average, these physicians correctly 
identified only 54 percent of 20 commonly seen or 
serious dermatoses (demiatological problems) (218). 
The majority of these common skin problems are 
also seen in adolescent patients. Interestingly, acne, 
the dermatosis most prevalent in adolescents, was 
correctly identified by 94 percent of these primary 
care physicians (218). A similarly designed study 
evaluated how well pediatric residents are able to 
identify 20 common skin disorders (217)* This study 
found that the residents* average score was 53 
percent; level of training had little effect on test 
score. Again, however, a relatively high percentage 
of resi "^nts (68 percent) correctly identified acne 
(2 17). However, these studies do not address whether 
dermatological problems were identified in the 
context of a visit not specifically related to derma- 
tological problems. 

No empirical study has addressed how effectively 
primary care physicians actually numage skin prob- 
lems. The documented difficulty in diagnosis may 
imply that management is not optimal. It is not clear 
how frequently primary care physicians refer pa- 
tients to dermatologists or how they decide which 
patients should be referred^ Only 7 percent of 
dermatologists* patients overall are referred by other 
physicians (132). One can infer from a readership 
survey of a widely circulated journal, which pedia- 
tricians receive free of charge, that pediatricians 
make selective referrals to dermatologists (68). A 
majority of pediatricians (58 percent) responded that 
they have referred patients for dermatological care. 
This same survey found that approximately half (5 1 
percent) of pediatricians * *usually * ' refer patients for 
psoriasis. In contrast, the readership survey found 
that patients with acne were referred only 1 3 percent 
of the time by pediatricians (68). This lower rate of 
referral may be consistent with pediatricians* higher 
rate of ability (68 percent) to diagnose acne accu- 
rately (217). 

Physicians' Collection of Information on Hospi- 
talized Adolescents — ^A single study examined how 
frequently physicians from different specialties col- 



lect complete data on hospitalized adolescent pa- 
tients (204)* This study found that no hospital 
service, including pediatrics, interna) medicine, 
obstetrics and gynecology, and surgery, collected 
complete historical information or documented 
growth parameters consistently on their adolescent 
paticnts.^^ 

Different patterns of strengths and weaknesses 
emerged for each specialty. The majority of records 
contained past medical histories and family medical 
histories. Pediatric records were more likely to 
contain perinatal, immunization, school, and social 
histories than were the medical records of other 
specialties* Only records from the obstetric/ 
gynecologic service consistently recorded menstrual 
histories in female adolescents. 

This study also suggests that adolescent anemia 
may be underdiagnosed (204). Complete blood 
counts were recorded for almost all patients in all 
specialties, so that the necessary laboratory data for 
a diagnosis of anemia were present. Although this 
study's authors did not provide the reference hema- 
tologic parameters by which they regarded anemia to 
be present, their personal chart review suggested that 
37.6 percent of the hoi^italized adolescents should 
have been diagnosed as anemic. However, anemia 
was actually documented as a problem in only 9*6 
percent of the reviewed records. 

How Do Health Care Professionals Perceive Their 
Competence To Provide Health Care to 
Adolescents? 

Several recent shidies have explored residents' 
and medical students' self -perceived interest and 
clinical efficacy in caring for adolescents. Several 
studies have phrased the question in terms of 
perceived deficiencies in training. 

Self'Perceived Competence of Physicians— A 
1981 study examined the perceptionf of pediatric 
and internal medicine residents in a single teaching 
institution (255)* Findings were reported for resi- 
dents at the conclusion of their 3-year training 
programs. This study found that pediatric residents 
were more likely than internal medicine residents to 
consider various ddlls necessary to the practice of 
adolescent medicine as important* Fimhcmiare, 
pediatric residents generally considered tfiemselves 
more skillel than did internal medicine residents for 



"The failure to documttit that a topic was discussed does not necessarily iikdicate that d»e topic was not discussed (275). 
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this same set of tasks. When reproductive health 
issues were explored, however, both sets of residents 
were less apt to consider themselves skilled in 
providing specific contraceptive services (e.g., coun- 
seling, prescribing oral contraceptives, fitting pa- 
tients for diaphragms, or inserting/removing intra- 
uterine devices). The other major reproductive 
health issue considered by this study concerned 
counseling about and treatment for sexually trans- 
mitted diseases. In contrast to differences found in 
self'perceived contraceptive counseling skills, the 
large majority of both internal medicine and pediat* 
ric residents felt skilled in these two aspects of 
patient care for sexually transmitted diseases. 

This study also tapped residents* willingness to 
become personally involved in the evaluation of 
adolescent patients with specific problems (255). 
TTie majority of graduating internal medicine and 
pediatric residents in the smdy planned to become 
involved in adolescent patient care. However, pa- 
tient age was an important determining factor. In 
general, pediatric residents were more likely to refer 
older adolescent patients (study example: age 19) for 
evaluation of specific problems; conversely, internal 
medicine residents were more likely to refer younger 
adolescent patients (smdy example: age 15) for 
evaluation. In addition, residents were more likely to 
refer adolescents who presented with psychosocial 
problems (study examples: contraception, alcohol 
abuse, parental abuse) than with medical problems. 

This smdy concluded that pediatric residents 
considered themselves better prepared than intemul 
medicine residents for the care of adolescent pa- 
tients. However, both groups of residents lacked 
confidence in their counseling and contraceptive 
skills. The study's author commented that the very 
problems for which many adolescents seek or need 
care may be the problems that primary caie physi- 
cians choose not to manage (255). 

A similar study, conducted during 1984, surveyed 
all residents enrolled in a single comniunity teaching 
hospital's six training programs (107)- The six 
residency programs studied included family prac* 
tice, internal medicine, pediatrics, emergency medi- 
cine, obstetrics/gynecology, and combined internal 
medicine/pediatrics. The majority of surveyed resi- 
dents expected to have clinical practice careers. 
Many of this study's findings were consistent with 
the previously cited study's findings: Residents 
considered themselves relatively unskilled ia the 



areas of sexuality, handicaps, endocrine problems, 
contraception, and psychosocial concerns* Resi- 
dents from each training program identified specific 
areas of relative strengtfi and weakness. Intenud 
medicine residents were uncomfortable with gyne- 
cologic problems and contraception. Family practice 
residents, although confiden,* about contraceptive 
and pregnancy issues, felt no more skilled than 
residents from other specialty groups in managing 
psychosocial issues. Emergency medicine residents 
assessed their skill levels as relatively high in 
managing adolescent crises and acute illnesses, 
problems that are likely to present at an emergency 
department. Residents in obstetrics/gynecology felt 
confident only for problems and issues that are 
classically considered within their expertise; they 
felt uncomfortable with medical problems and 
psychosocial problems other than sexual behavior 
and pregnancy. In contrast, pediatric residents did 
not feel skilled in gynecologic issues or in providing 
contraceptive care. 

Pediatricians practicing in Los Angeles County 
were surveyed by mail (196), Although these 
pediatricians felt competent in managing genoal 
medical issues of adolescence, they rated their 
efficacy, comfort, and training experiences as some- 
what lower for psychosocial issues, and as signifi- 
cantly lower for issues concerning sexual activity 
and pelvic examination. They were also less likely 
to regard these latter two areas as important to their 
practices. However, more than one-third (37 per- 
cent) of these pediatricians declared their need for 
greater expertise in gynecology and pelvic examina- 
tion. In addition, 25 percent wanted more training 
around psychosocial problems. 

The Miif^restem physicians practicing general- 
family medicine, obstetrics/gynecology, pediatrics, 
internal medicine, and psychiatry who were sur- 
veyed by mail about their interest in adolescent 
health care were also asked about their self- 
perceived competrace in providing care to adoles- 
cents (2(r/). Self-perceived conq>etence varied by 
specialty, with no specialty feeling con^ient to 
address all problem areas included in this study. At 
least 50 percent of general-family practitioners felt 
competent to manage 8 of the 10 service areas listed 
by the study, and at least 50 percent of pediatricians 
felt conq>etent to manage 5 areas. Internists, obstetri- 
cians-gynecologists, and psychiatrists had signifi- 
cantly narrower foci of perceived scU-conapetmce, 
The majority of jAysicians from medical specialties 
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did not perceive themselves con^tent in counsel- 
ing. No specialty felt particularly confident about 
substance abuse issues, although iQ>proximately 
two-thirds of general-family practitioners (65 per- 
cent) and psychiatrists (68 percent) felt competent in 
this area* Approximately half of pediatricians (54 
per^;ent) and psychiatrists (50 percent) and only 41 
percent of internists felt con^tent to address sexual 
concerns with regard to adolescents, although the 
large majority of general-family practitioners (89 
percent) and obstetrician-gynecologists (96 percent) 
felt comfortable in this area. Consistent with this 
finding were the low levels of self-perceived exper- 
tise in family planning perceived by physicians in 
specialties other than general-family practice and 
obstctrics-gynecology. In contrast, pediatricians (75 
percent) and internists (62 percent) felt more pre- 
pared to address adolescent patients with chronic 
iUness than did general-family practitioners (54 
percent). 

This study also explored physicians' perceived 
training needs by determining their interests in 
specific continuing medical education topics (207). 
The most popular topics for hypothetical continuing 
medical education included substance abuse, coun- 
seling, learning problems, and eating disorders. In 
general, physicians desired further education in 
areas where they already reported self-con^tence. 
The exceptions to this observation included pediatri- 
cians and general-family practitioners. Greater pro- 
portions of pediatricians with lower self-perceived 
competence v. positively rated competence desired 
continuing education in counseling, substance abuse, 
and family planning. At least 30 percent of pediatri- 
cians wanted to learn more about each of the 10 
service topic areas listed on the survey. Similarly, 
general-family practitioners who did not perceive 
themselves as knowledgeable in chronic illness 
desired more education w this c^rea. Overall, more 
than 30 percent of general-family practitioners were 
interested in further education in 8 of the 10 listed 
areas. The other specialists, including internists, 
psychiatrists, and obstetrician-gynecologists, were 
more focused in their interests in continuing medical 
education in topics relevant to adolescent medicine 
(207). 

Robert Blum and his colleagues have also ad- 
dressed the issue of self-perceived competence 
among health care providers (40,41,42). A national 
mail survey of primary care physicians, including 
pediatricians, internists, and family practitioners, 
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assessed practicing physicians' needs in adolescent 
care (40,41). Areas of perceived training deficit 
relevant to adolescent care varied by specialty. Of 
the 19 problem areas listed in this study, at least 50 
percent of all responding physicians reported having 
received insufficient training in 10 areas. Eight of 
these 10 areas of self-perceived weaknesses per- 
tained to psychosocial, behavioral, and mental 
health (xroblems; more than 45 percent of physicians 
felt deficient in these areas. The large majority of 
internists (at least 74 percent) reported training 
deficiencies for all 19 areas. In contrast, greater 
proportions of family practitioners and pediatricians 
perceived having received adequate training. There 
were seven topic areas for which at least 50 percent 
of family practitioners felt insufficiently trained to 
handle, and similarly, eight topic areas for pediatri- 
cians. Six of the seven topic areas for family 
practitioners, and six of the eight topic areas for 
pediatricians, consisted of psychosocial, behavioral, 
and mental health concerns. 

Despite the high rates of acknowledged deficits 
among these primary care physicians, relatively few 
expressed a desire to upgrade their skills. Overall, no 
more than 30 percent of physicians who had 
self-identified deficiencies desired to increase their 
proficiency in any of the 19 topic areas. Interest was 
particularly low for internists; between 0 and 8 
percent of those with self-perceived deficietcy 
wanted fiirther training in any given topic relevant to 
adolescent care. The percentage ranges for interested 
pediatricians were 10 to 36 percent and for family 
practitioners, 7 to 42 percent. However, this study 
did not present data describing the overall interest of 
physicians in attending educational courses relevant 
to adolescent care. 

Self-Perceived Competence of Nonphysician 
Health Care Providers — ^Less is known about the 
knowledge base of health care professionals who are 
not physicians regarding adolescent care. The same 
survey by Blum and his colleagues that was direaed 
to physicians (40,41) was also sent to professionals 
in nursing, social work, psychology, and nutrition 
(40,42). 

The study drew representative samples fi-om 
national organizations or sections of organizations 
that are youth-focused. Nutritionists were the only 
group that was randomly selected from a general 
organization that did not necessarily focus on 
children or adolescents. However, 42 percent of 
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responding nutritionists described the population 
group with which they primarily worked as being 
younger than age 19 (40). 

In general, many health professionals, across the 
disciplines, felt inadequately trained to deal with 
critical adolescent health problems (see table 15-5) 
(42). More than 40 percent of the surveyed profes- 
sionals in at least three of these five disciplines 
reported significant shortcomings in their training 
related to anorexia and bulimia, alcohol and drug 
use, homosexuality (i.e,, conflict about sexual orien- 
tation), and chronic illness* In contrast with physi- 
cians, however, professionals from nutrition, psy- 
chology, and social work appeared relatively rathu- 
siastic about enhancing their knowledge on topic 
areas for which they had self-identified deficiencies 
(40). Yet, a sizable proportion of health profession- 
als in each discipline reported that they would not 
pursue continuing education or training to expand 
their clinical competencies (see table 15-6) (42). 
Riysicians were the least interested among the 
surveyed disciplines in improving their reported 
training deficits (32 percent), followed by psycholo- 
gists (40 percent). 

What Personal Characteristics Do Effective 
Adolescent Health Care Professionals Have? 

Many observers believe that health care profes- 
sionals' ability to inteiact with adolescents is an 
extremely important factor in initiating and main- 
taining adolescents' use of health services. In 
general, however, the subject of health care profes- 
sionals ' ability to interact with adolescents — 
regardless of the specific problem that an adolescent 
may have — has received very little en^iiical inves- 
tigation. 

As discussed elsewhere in this Report,^ the issue 
has received some attention with respect to provid- 
ers' abilities to maintain adolescent involvement in 
treatment for sexually transmitted diseases. Attimdi- 
nal studies of adolescents that compared the impor- 
tance of clinician gender with other clinician charac- 
teristics have suggested that clinician friendliness, 
understanding, and willingness to take their time arc 
more important than gender (27,165), Patients who 
express^ satisfaction have been found to keep 



future medical appointments more consistently than 
patients who were dissatisfied (165), and clinicians 
who were skilled in interacting with adolescents 
promoted better patient con4)liance (27)* 

A study of residents explored the influences of 
their own adolescent risk-taking experiences and 
religious and political conservatism on their atti- 
tudes toward and their hypothetical professional 
behavior regarding adolescent patients (95). In 
general, more conservative residents, who also had 
lower risk-taking scores, rated themselves as less 
skilled in recognizing adolescent substance abuse, 
less skilled in discussing sexually transmitted dis- 
eases with an adolescent patient, and less likely to 
prescribe birth control pills to a sexually active 
adolescent without parental consent, compared with 
residents with higher risk-taking scores. This study 
emphasizes the potential important influences tlu.. 
individual physicians' backgroimds have on their 
professional behavior. These influences may be- 
come especially significant in controversial or 
sensitive clinical situations. 

Specialized Training In Adolescent Health Care 

What is the Availability of Specialists Trained in 
Adolescent Health Care? 

TTie majority of U.S. adolescents receive their 
health and medical care from health care providers 
who have not received subspecialty training in 
adolescent health and who have not declared special 
interest in adolescent health through memberships in 
professional organizations devoted to this age group 
(e.g., 83)* Unfortunately, comprehensive data de- 
scribing the numbers of adolescent health special- 
ists, the nature of their training, and their activities 
do not exist. There are some data on clinical 
psychologists specializing in the care of adolescents, 
and those data are summarized below. Otherwise, 
this section is limited to a brief review of physician 
specialists in adolescent medicine. (Data on nurses, 
social workers, and nutritionists who specialize in 
the care of adolescents are not available.^^) 

How Many Psychologists Specialize in the 
Clinical Care of Adolescents? — ^Although the num- 
ber is not known, many psychologists and other 
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Table 15-5— Number and Percentage of Surveyed Health Profoestonafe Who Perceive Themselves To Be Insufficiently Trained To Manage 

Adolescents' Health Issues, by Respondents' Professional Discipline 



RasporKients' profassional disdpiine 

Medidne NurslrKj Nutrition Psycholooy Sodal work 

(N-3S2) (N m 445) (N- S49) (N» 460) (N »403) 



Area of inguff ident trajnlnp n Percent n Percent n Percent n Percent n Peroent 



Qrowth/developfnent problems 








13.0 








4.7 






(physical and sodal/peychologlcal) 


78 


22.6 


58 


NA 


NA 


22 


54 


13.4 




en 


17 n 


A1 




104 


1R 0 












192 


54.5 


118 


26.5 


268 


48.8 


287 


62.4 


269 


66.7 




38 


10.8 


90 


20.2 


109 


19.9 


236 


51.3 


192 


47.6 




134 


38.1 


178 


40.0 


294 


46.3 


253 


55.0 


182 


45.1 


190 


54.0 


220 


49.4 


NA 


NA 


233 


50.6 


190 


47.1 


Suickie risk 


109 


31.0 


122 


27.4 


NA 


NA 


30 


6.5 


54 


13.4 


151 


42.9 


171 


36.4 


NA 


NA 


124 


27.0 


142 


35.2 


School-based learning and behavior problems — 


147 


41.8 


157 


35.3 


NA 


NA 


40 


8.7 


124 


30.8 




176 


50.0 


167 


37.5 


NA 


NA 


296 


64.3 


270 


67.0 




142 


40.3 


195 


43.8 


NA 


NA 


73 


15.9 


118 


29.3 




55 


15.6 


133 


30.0 


319 


58.1 


123 


26.7 


170 


42.2 




194 


55.1 


224 


50.3 


NA 


NA 


143 


31.1 


96 


23.8 


Sports injuries/health problems 


124 


35.2 


188 


42.2 


292 


53.2 


NA 


NA 


NA 


NA 




56 


16.0 


91 


20.4 


NA 


NA 


NA 


NA 


225 


55.8 




79 


22.4 


100 


22.0 


NA 


NA 


NA 


NA 


128 


31.8 



NA « Not applicablA. 



SOURCE: R«prtnt«d by permMon of £JMvi«r Sci«no« Pul/4ishing Co.. Inc. from "Knjwl«dg« and Attltudat of HMilth Prof«iisk>n«ls Tov^ard Adol«ac«nt Mvalth O^ra/' by R. Blum and L. Bearingar. 
JoummJ of Ak>i*9cmnt hhmfth Cira 11(4) :28P 294. Copyright 1990 by The Sodaty for Adoiwoant Madidna. 



Table 15-6— Number and Percentage of Surveyed Health Professionals Who Want Additional Training in Areas in Which 

They Reported Insufficient Training* 

RespofKients' professional discipline 

Medicine* Nutrition* P^cholooy* Sodal work* 

Area of insuf f Ident training n Peroent n Peroent n Peroent n Percent 

Growth/development problems 

(physical and 8odal/psychoiogioal) 28 35.9 NA NA 14 63.6 30 55.6 

Obesity 20 33.3 71 68.3 82 30.1 NA NA 

Anorexia/bulimia 49 25.5 141 52.6 98 34.1 128 47.6 

Pregnancy 5 20.0 48 44.0 56 23.7 46 24.0 

AJoohoi/drua abuse 50 37.6 130 44.2 80 31.6 108 59.3 

Homosexuality f D 26.5 NA NA P*: 35.0 87 45.8 

Family conflicts 42 47.7 NA NA 20 66.1 43 79.o 

Suidde risk 45 30.0 NA NA 62 50.0 93 65.5 

School-based learning and behavior problems . 52 36.6 NA NA 17 42.5 78 32.9 

Chronic illness 34 19.3 NA NA 94 31.8 77 28.5 

Depression 51 36.2 NA NA 13 31.7 85 72.0 

Psychosomatic complaints 16 38.1 89 27.9 73 59.5 99 58,2 

IMInqueocy 49 25.4 NA NA 35 24.5 44 45.5 

Sports injuries/health problems 51 38.3 182 75.2 NA NA NA NA 

Sexually transmitted diseases 18 32.1 NA NA NA NA 93 42.3 

Family planning 19 306 57 20^9 NA NA 46 35.9 

NA- Not applicable. ^ 

*For ths number of turvsyad prolMtlonali w^o r«port«d lrm;ffld«nt training, ms taN« 1 5-5. . , O 

SOURCE: Reprlnt«d by permMon of Elsevier Sdeno* Publishing Co.« Inc. irow ''Knowlsdga end Attitudss of Hsalth Prof«sslon«l« Tomrd Adoiascerrt HMlth Cars/' by R. Blum and L. Beahnga}'! 
Jourrmt of Adohwc^t H0§Hh Cmm 1 1 (4):a8g-294. Copyright 1 SOO by Tha Sodety for Adolaaoant Madidna. 
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health care providers (clinical social workers, nurses, 
health educators, nutritionists) encounter and care 
for adolescents in their clinical practices, in schools, 
residential instimtions, and other settings. The only 
available data on psychologists who specialize in 
adolescence conies from the membership files of the 
American Psychological Association. In 1989, 1,487 
psychologists reported to the association that their 
primary professional interest was adolescents; this 
number represented 2.2 percent of the American 
Psychological Association's total membershin and 
4.4 percent of members who are clinical psycholo- 
gists (24). Their interests included developmental 
adolescence, clinical-adolescent therapy, and clinical- 
juvenile delinquency. 

How Many Physicians Specialize in Adolescent 
Medicine?— Until recently, adolescent medicine 
was not a certified medical subspecialty.-"* Thus, 
there are no definitive data on the number of 
physicians specializing in adolescent medicine. 
Nonetheless, statistics provided by The Society for 
Adolescent Medicine (SAM), American Academy 
of Pediatrics, AMA, and other membership societies 
are useful indicators of the number of physicians 
with a special interest in adolescent medicine (see 
table 15-7)." The available data make clear that the 
number of physicians who dedicate their practices to 
adolescent medicine is quite small. 

SAM was established in 1968 and, as of 1989, 
included 1 ,034 members from multiple disciplines 
(including nonphysicians), although the vast major- 
ity (82 percent) are pediatricians (261).3* The 
training backgrounds of physician members include 
pediatrics (84 percent), family practice (7 percent), 
internal medicine (5 percent), obstetrics-gynecology 
(3 percent), and psychiatry (1 percent) (261). 

The American Academy of Pediatrics formed a 
Section on Adolescent Health in 1978, in response 
to pediatrician members' requests fof a special 
interest group. By 1989, this section was the third 
largest of ttie academy's 32 sections for practicing 



Table 15-7— Estimates of the Number of Physicians 
Specializing in Adolescent IMedlclne 

Number of physicians 
_ , ^ expressing Interest in 

Source of data addesoent medicine' 

Primary can apecltltles 
Society for Adotescent Medicine 

1 989 memberpNp statistics i ,034 

American Academy of Pediatrics' Section 

on Adolescent l-lealth 

1 989 membership statistics S47*> 

American Medical Association 

1988 Physician Masterflle 1,420 total 

Adolescent medicine is primary or 

secondary specialty i ,26 1 

Adole»oent medicine is third 

specialty 159 

Other speclaltlaa 

North American Society of Pediatric and 

Adolescent Gynecology 370 

American Society for Adolesoent 

Psychiatry 

■Not« that Mtlmatm overlap and cannot b« wimfiwd. 
DAn wtimatad 500 ot tha 547 ara alao mambar a of tha Sociaty for 
Adolascant luiadidna (64). 

SCMJRCE; Offica of Tachnology Aaaassmant 1 99" . 



pediatricians and contained 547 members, or slightly 
more than 2 percent of the American Academy of 
Pediatrics' total membership. The extent of overiap 
between this group and SAM is not known, but it is 
estimated that the vast majority (about 500) of the 
American Academy of Pediatrics' special section 
are also members of SAM (64). 

The AMA fomially established adolescent medi- 
cine as a separate specialty in 1977 (33). The AMA's 
physician masterfile updates its information on 
individual physicians (including nonmembers) 
through a struchired mail survey using a 4-vear 
rotating cycle, so that each responding physician 
completes a questionnaire every 4 years. Of the 
abnost 800,0(X) physicians who listed a primary or 
secondary specialty in the 1988 data set, only 1,261 
selected adolescent medicine from the predesig- 
nated specialty categories (86). Of the 39,0(X) 
physicians who Usted a third specialty, an additional 



Uce^^STpCSStr^^^^^^^ .fining U no. for optical 

Wining or board-ccrtif.cd. bcv^^. piyS Sly Si, S t^^^s ^^^mTX^^^H *^ ""^^ ^ ^'^"^ '^•^'y 
boards offer certificate, in j«Aspe.:iflif> alia* ' *P«^'»^'* (275). In addioon to offering a general 

"Notc alao that more tiian four c^t of five physicians trained in adoI«cent medicine between 1974 and 1984 wo* n«ti.,r«-j.n. .k. 
inteniists, family practitioners. 01 other primary care snecialists ^220) Mo«t r*«.nf i« «f .h! ^Tk ' ^ * pediatrician*; the rtmainder were 
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159 selected adolescent medicine. Overall, a total of 
1 ,420 physicians in the AMA masterfiie (0.2 percent 
of all U.S. physicians) declared a formal interest in 
adolescent medicine. Yet only about one-third (32 
percent) of responding physicians practicing adoles- 
cent medicine perceived it to be their primary area of 
practice* 

The American Academy of Child and Adolescent 
Psychiatry estimates that 5,000 child- and adolescent- 
trained psychiatrists arc currently available in the 
United States (276). The American Society for 
Adolescent Psychiatry has 1^00 members, and the 
North American Society for Pediatric and Adoles- 
cent Gynecology has 370 members (49,298). 

Although many members of the American Acad- 
emy of Family Physicians and the American College 
of Physicians care for adolescent patients, how many 
actually specialize in adolescent health is unknown. 
Neither organization keeps track of members with a 
special interest in adolescent medicine (189,256). It 
should be noted, however, that subspecialization in 
any particular age group is contrary to the discipline 
of family practice, which emphasizes the importance 
of comprehensive patient and family medical caie (1). 

What Are the Training Opportunities 
in Adolescent Medicine? 

Some physicians may get some general experi- 
ence in adolescent health care while being trained in 
primary care specialties such as pediatrics, family 
practice, or internal medicine. Physicians who 
specialize in adolescent medicine receive the most 
intensive and advanced training in adolescent medi- 
cine as a medical subspecialty. Specialty training in 
psychiatry or obstetrics/gynecology may also in- 
clude experience in adolescent health care. 

Primary Care Training—In January 1990, the 
Pediatric Residency Review Committee of the 
Accreditation Council for Graduate Medical Educa- 
tion significantly expanded its requirements for 
pediatric residency training experience in adolescent 
medicine (83). Accredited pediatric residencies must 
now incorporate a structured adolescent mexiicine 
experience that includes health maintenance exami* 



nations, family planning, sexually transmitted dis- 
eases, and gynecology (1),^^ Experiences in chemi- 
cal dependency treatment, sports medicine, health 
needs of incarcerated youth* and college health 
issues ans also strongly recommended. The require- 
ments further specify that a separate adolescent 
medicine clinic is desirable. Exposure to adolescent 
medicine must be both didactic and clinical and must 
take place in inpatient and outpatient settings* 
However, the baining requirements do not specify 
an age range for adolescent patients. Further, a 
specific time duration for experience in adolescent 
medicine is not required. 

Accredited residency programs in family practice 
are required to include a 4- to 5*month structured 
educational experience in pediatrics, but there are no 
specific requirements for exposure to adolescents 
(4). Family practice residents may take an elective in 
adolescent medicine in a department of pediatrics; it 
is not known how many actually do. A recent survey 
of family practice residency programs found that 40 
percent of training programs included adolescence 
as a specific conqmnent of the cuiriculum (250). Of 
the 1 54 programs reporting the nimiber of adolescent 
patients that a trainee followed as part of his or her 
* ^practice, * * more than half (54 percent) estimated 20 
patients or less. Only about 40 percent of the 
responding family practice programs had either 
trainees or faculty members with specific interests in 
adolescent medicine, and only 6 percent of respond- 
ing programs offered at least 1 month^s dedicated 
experience in adolescent medicine (250). 

Although the guidelines for accredited residency 
training programs in internal medicine stipulate that 
residents should gain experience in caring for 
adolescent patients, they do not caU for any specific 
curricula in adolescent medicine nor do they specify 
any age range for adolescent patients or time 
duration for experience in adolescent medicine (3), 

Subspecialty Training— The majority of physi- 
cians who devote a significant portion of their time 
to practicing adolescent medicine have received 
subspecialty fellowship training (260).^ The first 
fellowship program in adolescent medicine was 



study in 1978 found that two- thirds (66 percent) of surveyed pediatricians believed their residency training bad not pi^Mied tu^m adequately for 
cbe care of adolescents ( 1 6). Later, the residency experience in adolescent medicine appean to have improved* so that pediatricians who had completed 
their residencies after 1 974 were less likely to rate their training as insufficient in adolescent mediciiki, compared with pediatricians who had completed 
their residencies during earlier years. 

^Subspecialty training occurs after completion of a residency tiainii^ program in a certified specialty. It is important to note that not all sobtpeciiltiet, 
including adolescent medicine, arc certified by the American Board of Medical Specialties. 
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organised in 1956 at Children's Hospital Medical 
Center in Boston and since then an estimated 750 
physicians have been trained in adolescent medicine 
(121,222). Most adolescent medicine fellowship 
programs accept trainees who have completed resi- 
dencies in either pediatrics, internal medicine, or 
family practice. 

Training opportunities in adolescent medicine are 
few in number and tjT>ically are located only in 
teaching hospitals in major metropoUtan areas (26 1 ). 
As of January 1990, there were 39 adolescent 
medicine physician fellowship programs in the 
United States, with 60 active fellows (121).^* The 
programs are small; 20 of the 39 fellowships train 
only one fellow at a time, and most of tlie others have 
the capacity to train only two. 

Postdoctoral fellows in adolescent medicine are 
distributed fairly evenly by gender: 46 percent of 
fellows enrolled in training during 1988-89 were 
women. 

Adolescent medicine suospecialty training pro- 
grams vary in curriculum and duration* Now that 
adolescent medicine has been established as a 
formal pediatric subspecialty, programs should be- 
come more uniform. Official curriculum standards 
for fellowships in adolescent medicine will be 
established. Currently, the fellowship training guide- 
lines published by SAM are voluntary and no one 
knows how many programs adhere to them. SAM 
recommends that 1-year adolescent fellowship pro- 
grams emphasize clinical training; 2-year programs 
provide additional skills in clinical research and/or 
program administration in adolescent health care; 
and 3-year programs enable the fellow to function as 
an independent investigator (258). It is, therefore, 
not surprising to find that physicians who have 
completed 1-year training programs are more likely 
to be in full-time private practice with less time 
devoted solely to adolescent medicine (220,221). 
Surveys of physicians who have completed adoles- 
cent medicine fellowship programs have found that 
2-year fellows are significantly more likely than 
others to have full-time academic careers and to 
devote 75 to 100 percent of their time to adolescent 
medicine (both academic and clinical) (220,221). 

Eight basic areas of skill and knowledge are 
en^hasized by the SAM program trai dng guide- 
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Training opportunities In adolescent medicine are few In 
number and typlcalty are found only in teaching hospitals 
In maior metropolitan areas. 

lines: interviewing skills, growth and development, 
sexuality, medical problems, psychological and 
social problems, preventive health care, academic 
and research skills, and management and health care 
delivery (258). Hie guidelines also stress that 
training programs embody a team approach which 
includes at a minimum a social worker, mental 
health specialist, and nurse — all with established 
experience in adolescent health care. A psychologist 
and/or psychiatrist; nutritionist, nurse practitioner 
and/or physicians* assistant; teachers; and physical, 
recreational, and occupaticiial therapists are also 
recommended. 

Tbe duration of adoL^scent medicine subspecialty 
training has increased since the fellowships were 
first established. Only 22 percent of those who 



4iin Mlditioii, there were two prognmi in Ctowda and one in Puerto Rico. 
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completed their training between 1974 and 1979 
were in 2-ycar programs; the vast majority of 
trainees, during that period, participated in !-year 
fellowships (221). From 1979 through 1984, the 
proportion of 2-year trainees increased to more than 
one-third (34 percent) (221). The trend toward 
longer training continues; in 1984, 35 percent of all 
piograms offered 1-year fellowships; by 1990, 59 
percent of ail fellowships required 2 years of training 
and only 8 percent allowed 1 year. 

What Do Physicians Trained in Adolescent 
Medicine Do? 

Limited information is available concerning the 
current activities of adolescent medicine specialists. 
Recent data from a 1989 SAM membership survey 
are useful, but, because it is chiefly pediatricians 
who have elected to become members of SAM, 
SAM data principally reflect the activities of pedia- 
tricians specializing in adolescent medicine and do 
not include the family practitioners, internists, 
psychiatrists, and others with a special interest in 
adolescent health. Ninety percent of the respondents 
to the 1989 SAM membership survey were physi- 
cians, and more than half (57 percent) of the 
responding physician members had completed a 
formal postdoctoral fellowship in adolescent medi- 
cine (260). Overall, SAM members (including 
nonphysicians) tend to be involved in academic 
medicine. That is, more than one-third (37 percent) 
of SAM's members have a full-time appointment to 
a university or medical school, and an additional 44 
percent cany an adjunct or clinical appointment. 
Only 30 percent of the 1989 SAM survey respon- 
dents devote all of their time to adolescent medicine 
activities, including time involved in clinical work, 
teaching, research, and administrative responsibili- 
ties. 

The SAM survey also found that adolescent 
medicine specialists were more likely to spend iheir 
time in outpatient or office-based patient care than in 
inpatient care. Eighty-seven percent of respondents 
spent less than 25 percent of their time on inpatient 
care (260). 

How Effective is Specialized Training 
in Adolescent Health Care? 

Only two pubUshed studies have attempted to 
evaluate the effectiveness of specialized training in 



adolescent medicine. Both have methodological 
limitations. Only one included an objective evalua- 
tion of physicians' skills (197). Neither included 
ratings by adolescent patients of physicians' skills.*^ 

Neinstein and his colleagues assessed the impact 
of an adolescent medicine rotation on the attitudes 
and skills of advanced medical students and pediat- 
ric residents (197). Important findings included an 
increased liking of adolescents by residents as well 
as significantly improved pelvic examination skills 
by trainees at the conclusion of the rotation, com- 
pared with prerotation scores, and with scores of 
residents who did not select the rotation. These 
changes appeared to persist across a 1-year time 
interval. The validity of this study's findings may 
have been limited by a potential subject-selection 
bias. The adolescent medicine rotation was not 
required, and residents were not assigned to it on a 
random basis; residents could select it or another 
rotation. The majority of residents, however, did 
select the rotation. In addition, residents served as 
their own controls and had two measurement points 
prior to starting the rotation in adolescent medicine. 
If this study's findings are valid, it appears that 
rotational experience through ?n adolescent medi- 
cine service can help both to modify trainees' 
attitudes about adolescents and to enhance their 
clinical skills. 

Chastain and colleagues' more recent study of a 
national sample of pediatricians compared pediatri- 
cians who had formally declared their interest in 
adolescent medicine through membership in the 
American Academy of Pediatrics Section on Ado- 
lescent Health with other randomly selected pedia- 
tricians (60). Twenty-nine percent of the group with 
formally declared interest in adolescent medicine 
had elected to receive advanced training in adoles- 
cent medicine through postdoctoral fellowships; 
overall, however, 50 percent of this group had 
undergone formal training in adolescent medicine at 
some point in their careers. About 30 percent of the 
randomly selected pediatricians had also received 
formal ertx>sure to adolescent medicine teaching, 
usually tl augh residency experience. As would be 
expected, Jie pediatricians with a formally declared 
interest in adolescent medicine rated their self- 
perceived skiUs across the spectnun of common 
adolescent problems as significantly higher than the 
other pediatricians did. These differences were 



<2ln a previous study. OTA found that patitots' ratings were a valid indicator of some aspects of quaUty of care (275). 
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especially pronounced in their self-perceived abili- 
ties to diagnose and manage psyc josocial problems, 
substance abuse, eating disorders, and sexually 
transmitted infections; to perform |>elvic examina- 
tions; and to provide contraceptive counseling. 

When Chastain and colleagues examined training 
issuer across time, the following findings emerged 
(60). Even though the percentage of pediatricians 
who have received formal training in adolescent 
medicine has increased over the past two decades, 
only shghtly more than one-third (35 percent) of all 
pediatricians participating in the survey had re* 
ceived formal instruction in adolescent ni^icine as 
part of their residency during the decade 1976 to 
1985, 7 years of which followed the Task Force on 
Pediatric Education's 1978 recommendation that aU 
pediatric training routinely include training in ado- 
lescent medicine (16). Amtong pediatricians without 
a designated formal interest in adolescent medicine, 
those who had graduated from medical school since 
1976 felt less adequately trained than did those who 
had graduated during the preceding decade, 1966 to 
1975. Each successive cohort of these more recent 
graduates, however, felt more competent than did 
their older colleagues in several classical areas of 
adolescent medicine, including substance abuse, 
sexually transmitted diseases, pelvic examinations, 
and contraceptive counseling. Hov/cver, the trend of 
heightened self-perceived efficacy for more recent 
pediatric graduates was not sustained for some 
content areas of adolescent medicine, including 
general medical problems, general psychosocial 
problems* sports medicine and orthopedic problems, 
and eating disorders (60). 

What Is the Federal Government's Role in Support 
of Training in Adolescent Health Care? 

The Federal Government began to support inter- 
disciplinary training programs in adolescent health 
in 1968, but its role in training and education for 
adolescent health care specialists has been very 
limited. The Bureau of Maternal and Oiild Health in 
the Health Resources and Services Administration 
of DHHS currently funds six interdisciplinary train- 
ing programs in adolescent health, a reduction from 
nine programs in fiscal year 1981 (212). The 
programs are located in metropolitan medical cen- 
ters in Baltimore, Birmingham (Alabama), Cincin- 



Table 15-8--Federal Funding for Interdisciplinary 
Training Programa In Adolascant Health, 
Fiscal Years 1986-90 



Fiscal year 


Total funding 


1966 


$1,644,000 


1987 


1,677,000 


1988 


1.700.000 


1969 


1.776,000 


1990 


1,779,000 



SOURCE. J. Papai, Chi«f. R«t««rch ftnd Tr«in^ Bmnch, BurMU of 
M«t«fnal and CNM H«4ilth. Htalth R«touroM «nd S«rvbr>3 
Adminiitmtbn. Public HMlth S#rvio*. U.S. [>«par1m#nt of 
HMlth and Human Sarvio**, RocMlla. MD. Sapt. 16. lOdO. 



nati, Minneapolis, Seattle, and San Francisco. The 
programs are noteworthy for their multidisciplinary 
and comprehensive approajches to training; trainees 
include not only physicians but also psychologists, 
social workers, nurses, nutritionists, and others. 
From 1979 through 1990, these programs n^ained 
625 individuals. Total fimding for the programs was 
$L8 million in 1990 and has not changed substan- 
tially in the last 5 years (see table 15-8) (212). 

In general, little is known about pa:t participants 
in the federally funded interdisciplinary programs 
and the role the trainees eventually play in providing 
health care to adolescents. A 1987-88 survey of 
trainees from these programs found that most (85 
percent) were employed in adolescent health serv- 
ices in settings that included universities (26 per- 
cent), hospitals (24 percent), self-employment (8 
percent), social services agencies (8 percent), mental 
health agencies (8 percent), and public health 
departments and community health programs (13 
perc-snt) (258).^^ Most graduates were employed in 
the States in which they were trained. 

Tliere has been no explicit Federal support of 
training in adolescent health for health profession* 
als, such as family practitioners, pediatricians, 
internists, psychologists, nurse practitioners, and 
others, who are already actively involved in adoles- 
cent health care and who may seek advanced 
training. 

Innovations in the Deiivery of Healtli and 
Related Services to Adolescents 

Efforts to improve the delivery of health and 
related services to adolescents have spawned several 
innovations* One innovation is comprehensive 



^This survey wv cof^ncted to 1987 tod 1988 by mc I>i vision of Adolescent Medicine, Child Developmem Center. University of WAshingtoo mid 
was tirgcted to 283 iodividoAls who h*d completed their training in the previous 5 years. The response rate was 55 percent. 
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health centers for adolescents. Comprehensive 
health centers for adolescents take a variety of 
organizational forms, ranging from community- 
based adolescent health care <:linics to school-linked 
health centers (SLHCs). Ar jthcr innovation, which 
might be considered an alternative to the provision 
of comprehensive services at a single site, is to use 
case management and other methods to inte^pate 
services in the community for adolescer .s. A third 
innovation, and one used by OTA Uic preparation 
of this assessment, is for organizations involved in 
the delivery of services to seek adolescents' advice 
on how to become more responsive to their needs. 

Comprehensive Health Centers for Adolescents 

Comprehensive health centers for adolescents 
typically offer adolescents a variety of health and 
related services in a single site and have a team of 
staff members who are knowledgeable about and 
committed to nelping adolescents (192). Such cen- 
ters, which take a variety of fomis described further 
below, are an alternative to the traditional mcdel of 
health care delivery that typically takes place in 
physicians* offices. 

Many of the comprehensive programs described 
below were developed in response to specific 
communities' needs, so their organizational struc- 
tures and the services they offer vary widely. Some 
of the programs developed their structural founda- 
tions de novo (independently); others incorporated 
their services into the functioning of existing organ- 
izations. 

Nonetheless, each described program is respon- 
sive to the specific needs of adolescents (e.g., for free 
care or use of sliding-fee scales, evening and 
weekend hours of operation, and confidentiality of 
services).^ 

Stah members who work in comprehensive health 
programs for adolescents generally choose to work 
there because they are committed to and enjoy 
helping adolescents* They are knowledgeable about 
adolescent development, behavior, and health jind 
social problems. They frequendy perceive the.Ti- 
selves as advocates for their adolescent clients and 
may actually serve as formal case managers to work 
together with individual adolescents to coordinate 
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Comprehensive health cemers for adolesoents attempt to 
provide servn es that address the range of problems many 
atioiescents faoe. Such services irKiude care for acute 
phyrOcal illneeses, general medical exams, reproductive 
^<XY\ care, mental health counseling, family counseling, 
vocational training, recreational opportunity, and 
child care services. 

their programs of care (292), This set of personal 
attributes of staff members may be one of the most 
cogent characteristics that separates comprehensive 
care programs from more traditional health *vices. 

Very little formal evaluation of comprehensive 
care programs for adolescents has been conducted. 
Although DC staff who operate these programs are 
convinced that their approaches are successful, 
limited funding, budgetary constrains, and other 
factors (e.g., diversity of mission) have precluded 
objective assessments of how effectively compre- 
hensive health centers for adolescents are accom- 
plishing their missions. More than a decade ago, the 
Institute of Medicine* s Conference on Adolescent 
Behavior and Health urged that model programs be 
evaluated because thr assumptions that have been 
made about preferred program structure are not 
grounded in emp^n/^al data (192), Impressions of 
highly visible programs may be regarded as docu- 
mented fact, so that opportunities may be missed to 
determine which iqpproaches wcrk most effectively 
for different groups of adolescents. 

Most types of comprehensive nealih care pro- 
grams for adolescents share the same problem of 
survival: financial support for these programs is 
fr^uendy difficidt to secure, and finding sources of 



^Fmuicul bvTicn Out tmptdt adolesccnu* •cccm to health services irc difcmsed in cb. 16, "FuuuidA] Access lo Health Services/ * in this volume. 
LawB pennining to consent and confidentiality are disctiMed in rh, 17, "Consem and Confidentiality in Adoleacent Health Caire DociaionroakiQg/ * in 
this vohime. 
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income and funding is an ongoing challenge. In 
general, hospital-based programs supported by teach- 
ing hospitals arc an exception to concems about a 
stable source of funding. As discussed further below, 
however, hospital-based programs face other prob- 
lems that may impede the delivery of appropriate 
care to adolescents. 

The comprehensive programs described below 
include adolescent health care clinics, a free clinic, 
a multiservice center, and SLHCs. The programs 
described are examples of more widespread models 
of innovative attempts to deliver health and related 
services to adolescents* In general, lirde information 
is available concerning similar programs that have 
been established in various conununities across the 
United States. The number of such programs is 
known to be quite low, however. 

Adolescent Health Care Clinics 

Some hospitals, at bast one heaidi maintenance 
organization (HMO), and several groups of physi- 
cians acting on their own at the request of their 
community have established programs of medical 
care specifically for adolescents. The precise niun- 
ber of adolescent health care clinics of this type is 
not known. Hospital-based adolescent health care 
clinics are more widespread than programs initiated 
by groups of physicians, and hospitals with resi- 
dency training programs are probably more likely to 
have developed such programs than hospitals with- 
out residency programs. The HMO-based and com- 
munity-based adolescent health care clinics were 
initiated by faculty or graduates of nearby adoles- 
cent medicine training programs. In addition to 
providing clinical services, many of the hospital- 
based programs also serve as training sites for young 
physicians (1/^). Given the fact that teaching 
hospitals and <heir affiliated community health 
centers are frequently located in socioeconomically 
depressed neighborhoods, it is likely that a large 
proportion of adolescents who receive their health 
and medical care from such programs come from 
poor or near-poor families.*^ 

There is no formal prototype for adolescent health 
care clinics. The majority of hospital-, HMO-, and 
community-based adolescent health care clinics, 
however, probably conform to the following general 
description: 



• They are able to provide primary and secondary 
level care for adolescents with a variety of 
problems. 

• They have a nuclear cadre of staff organized by 
a physician who specializes in the field of 
adolescent medicine and who is likely to hold 
a faculty appointment at a local medical school. 

• They schedule adolescents' visits for a broad 
array of concems, usually by appointment. 

• Although they may use a *'team" approach, a 
physician or nurse practitioner (working under 
a physician's supervision) is the focal provider, 
directs management of the patients' needs, and 
decides when referral resources are indicated. 

• The focus of these programs, given their 
institutional locations and the source of their 
leadership, is primarily on adolescents* physi- 
cal health, but the programs also attempt to 
identify and to provide intervention for adoles- 
cents with mental health problems. Identifica- 
tion of adolescents at risk for mental health 
problems is usually accon^lished through screen- 
ing. That is, a psychosocial profile is completed 
for every patient seen for the first time, 
regardless of the presenting problem. This 
screening may take place by interview or by 
questionnaire. The majority of programs have 
developed independent strategies to conduct 
these assessments. Screening interviews may 
be done by the primary medical clinician 
(physician or nurse practitioner), a nurse who 
coordinates the program, or a social worker. 
Depending on the issues that are disclosed by 
patients or their families, the physician or nurse 
practitioner may decide to ask other profes- 
sional personnel to become involved in the care 
of an individual patient, depending on institu- 
tional resources. For example, a patient could 
be referred to a mental health professional 
(psychiatrist, psychologist, or clinical social 
worker), a substance abuse counselor, a voca- 
tional counselor, or a nutritionist. 

• There are usually close working relationships 
with other medical and surgical subspecialty 
programs, so that adolescents can easily be 
referred for specific problems that may require 
assessment or management that is beyond the 
purview of an adolescent medicine practitioner. 



Ofoups of AdoIcsccDfs/ in this volume. 
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• These programs may also have ties with other 
agencies, so that occasional patients may be 
referred to independent institutions, especially 
if internal resources (e.g., mental health re- 
sources) are limited* 

Although no programmatic data are available, it is 
suspected that the majority of ho^ital- and ccnnmunity- 
based adolescent health care clinics, although they 
encourage parental involvement, provide confiden- 
tial care to adolescents for tlieir reproductive health 
needs. The costs for such confidential services may 
be compensated by public moneys (e.g., family 
planning funds under Title X of the Public Health 
Service Act, Medicaid funds, and local revenues), or 
may be home by a larger institution that is commit- 
ted to providing a full array of adolescent-oriented 
services. Some institutions arrange for their adoles- 
cent patients to pay for their own care using a 
sliding-scale fee structure. 

Issues Concerning Hospital-Based Adolescent 
Health Care Clinics — When evaluating the effec- 
tiveness of most of the adolescent health care clinics 
set in the organizational structure of much larger 
institutions, it is important to bear in mind three 
major issues. One issue is that adolescents may have 
limited access to these programs. Hospital-based 
clinics are frequently located in inner-city areas that 
require skill in negotiating a city's public transporta- 
tion system or access to an automobile. Adolescents 
and families of adolescents who live in more socially 
prosperous areas may be reluctant to use health care 
facilities that are known to serve impoverished 
populations or are in areas perceived as unsafe. 
Access may also be limited by a program*s place- 
ment within a large complex of buildings. Finding 
one^s way in a hospital can be intimidating. The 
registration process for institution-bound adolescent 
health care programs may be constrained by the rules 
of the larger institution and may not be user- 
friendly.*' Thus, for example, an institution may not 
permit appointments to be scheduled in the late 
afternoon or early evening, times that are desirable 
for adolescent patients to prevent interference with 
school attendance. The institution may require that 
all patients register for their clinical care in a 
centralized area, prior to proceeding to patient care 
area». In addition to the potential for time spent 
waiting in line, such a practice may violate standards 
for discreet provision of confidential care for sensi- 
tive health care problems. Adolescents may be 
required to disclose the purpose for their visits in 



front of other patients who have also been waiting in 
line. Such internal bureaucratic obstacles may in fact 
limit adolescents' perceived access to these special- 
ized programs. 

A second issue confronting hospital-based ado- 
lescent health care clinics is related to their mission 
to provide training to young professionals such as 
medical students, resident physicians, and nursing, 
psychology, and social work students. The goals of 
teaching trainees how to engage and work with 
adolescent patients and how to evaluate and manage 
adolescents' health and medical problems are ex- 
tremely important* It is difficult for clinicians to 
develop these skills without practical experience. 
There is inherent tension, however, between the two 
goals of providing comprehensive yet efficient 
evaluation and treatment services, and teaching 
trainees. Overall, less experienced physicians and 
medical students are not able to work as quickly as 
experienced physicians. In addition, trainees require 
individual supervision for each patient that they sec, 
during the time of the actual visits. These facts may 
mean that patient flow is apt to be slower for less 
experienced clinicians. In addition, continuity of 
patient care may be compromised in a teaching 
setting. That is, consistent clinical care across time 
for an individual patient (longitudinality of care) is 
difficult to arrange when a physician trainee is 
assigned to see a patient at a particular visit. In 
general, residents and medical students may be 
assigned to an adolescent health care clinic for one 
to two sessions, or for no longer than a month's 
block of time, before they are rotated to a different 
clinical experience. Although no known study h;^ 
measured actual quality of interpersonal interaction 
between provider and adolescent patient, or overall 
quality of patient care vis-i-vis clinician's experience 
level, it is hypothesized that clinicians who are more 
experienced in working with adolescent patients 
perform better than do less experienced clinicians. 

One measure of quality of the interaction between 
adolescent patients and clinician is based on patient 
satisfaction with the visit. A small study conducted 
in an adolescent health care clinic found that 75 
percent of surveyed adolescent patients who had 
been seen by a senior physician trainee (postdoctoral 
fellow in adolescent medicine) were satisfied with 
their visits, and that only 39 percent of patients who 
have been seen by a resident or medical student were 
satisfied (165)* lids finding suggests thaf adolescent 
patient care programs in teaching institutions need to 
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develop interacdooal strategies that help to compen- 
sate for trainees* weaknesses during the learning 
process. It also suggests that more attention should 
be focused on developing structured curricula that 
can teach trainees the interactional and knowledge- 
based skills that are essential for working with 
adolescents. 

A final issue that concerns hospital-based adoles- 
cent health care clinics is evidence for their effec- 
tiveness. How successful are such clinics in identify- 
ing adolescents' problems, in providing intervene 
tions, and in improving the health status of their 
adolescent patients? Relatively little information is 
available to answer these questions. Recently, how- 
ever, formal evaluation of a foundation-supported 
national demonstration program has explored these 
issues. 

In 1982, the Robert Wood Johnson Foundation 
awarded twenty 4-year grants to teaching hospitals 
working in concert with 54 community-based agen- 
cies as part of its Program To Consolidate Health 
Services for High-Risk Young People (84,157,158, 
267). The overall goal of this national program was 
to inq)rove the health status of adolescents and 
young adults who lived in conununitics served by 
the individual funded projects. The four program 
objectives were as follows: 1) to increase health 
services to youth at risk for serious socioeconomic 
and medical problems, 2) to train health profession- 
als in the care of youth, 3) to consolidate health 
services into comprehensive care centers, and 4) to 
secure long-term financial support for adolescent 
health services (157,158)* Formal evaluation of this 
national program consisted of a longitudinal (two- 
wave) survey conducted over a 12-month interval of 
a cohort of youths receiving clinical services from 
seven of the funded sites and from three that 
included adolescents as part of their service popula- 
tions but offered neither specialized services for this 
age group nor training programis in adolescent 
medicine. The funded and nonfimded clinics were 
similar in that they were all located in major public 
medical centers in their respective cities and were 
accessible to indigent patients (84). 

Overall, more than 2,(XX3 adolescent 13- to 
18-year-old patients were interviewed twice and had 
their medical records reviewed as part of the 
evaluation process (84,267). The adolescents served 
by these clinical programs were at risk for serious 
health and behavior problems, as documented dur- 



ing the first wave of interviews. For example, 23 
percent had a chronic illness, 79 percent were 
sexually active, 47 percent of interviewed adoles- 
cent females had been pregnant, 20 percent of the 
patients had had significant recent depressive symp- 
toms, 25 percent engaged in illicit substance use, and 
26 percent had been in physical fights (267). 

Two important findings emerged from this evalu- 
ation (84). One was that adolescents attending the 
funded clinical service programs that were specifi- 
cally geared toward adolescents were significantly 
more likely to disclose behavioral and lifest^de 
problems to their clinical providers than were 
adolescents attending the comparison programs 
(84). Consequently, larger proportions of adoles* 
cents attending the si>ecialized adolescent programs 
received care (usually on site, but occasionally 
through referral) for these specific problems than did 
adolescents attending the comparison programs. In 
general, the funded adolescent health care programs 
demonstrated more extensive documentation of 
health problems, including behavioral and lifestyle 
concerns, than did the general programs. However, 
adolescents in both funded and nonfunded clinics 
were more likely to inform their medical providers 
cf clear-cut medical problems (e.g., asthma, injury, 
sexually transmitted diseases) and of need for 
contraception than of other behavioral and lifestyle 
problems. 

A second important finding of this evaluation was 
that despite their better identification and treatment 
capabilities for adolescent problems, the funded 
adolescent health care programs were not able to 
effect greater improvement in selected health prob- 
lems, including persistent depressive symptoms, 
unmet contraceptive needs, and heavy dcohol or 
dmg use, than the comparison programs (84). At the 
time of their second interviews, relatively similar 
smaller percentages of adolescents attending each 
type of program reported having depressive symp- 
toms and unmet contraceptive needs than reported 
these problems at their initial interviews. Regardless 
of program type, however, virtually no changes in 
self-reported heavy alcohol or drug use occurred 
across the year interval between interviews (84). 

Earls and his colleagues have suggested three 
reasons for the failure of the specialized adolescent- 
oriented programs to demonstrate differences in 
health outcomes for adolescents. First, the foUowup 
period of 12 months may have been too short an 
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interval. Second, more time may be needed to test 
the impact of specialized primary health care for 
adolescents, given the newness of this field* Third, 
it may be inherently difficult for medical clinics 
alone to improve the behavioral and lifestyle prob- 
lems of adolescents who attend these clinical pro- 
grams because the adolescents' difficulties are so 
deeply embedded in the socioeconomic contexts of 
their enviromnents (84). 

It is a useful exercise to discuss adolescent health 
care clinics in the context of the attribut'^^s outlined 
by Scnorr in her discussion of '^interventions that 
work' • for high-risk adolescents (246). Schorr based 
her conclusions about the nature of successful 
interventions on case studies of selected intervention 
programs. In Schorr's view, successful intervention 
programs offer a broad spectrum of services, cross 
traditional professional and bureaucratic bounda- 
ries» and remain flexible in approaches to problem 
solving. Successful programs also view the adoles- 
cent in the context of family, and the fan^ily in the 
context of its environment. In addition to their 
professional skills, staff members affiliated with 
successful programs possess commitment to and 
caring and respect for their clients. StructuraJjy, 
successful programs* services are coherent and easy 
to use. Such programs attempt to reduce the possible 
barriers that clients may face in attempting to utilize 
offered services. If necessary, program staff circum- 
vent traditional professional and bureaucratic limita- 
tions, in order to mec. the needs of their clients. 
Schorr summarized the necessary charactenstics of 
successful intervention programs as intensity and 
comprehensiveness of services, and flexibility and 
respectful commitment by staff (246). 

Many adolescent health care clinics situated in 
teaching or community hospitals certainly strive to 
attain many of the functions and characteristics that 
Schorr outlined. Overall, their professional staff 
could be described as skilled and committed. Train- 
ees who rotate through these programs as part of 
their learning experiences, however, may lack eithev 
t>e necessary background knowledge or the commit- 
ment to and caring about adolescents that appear so 
important to a successful program. Clinic staff may 
attempt to compensate for their trainees' weak- 
nesses, but this issue requires continuous monitor- 
ing. It is possible that hospital-based adolescent 
health care clinics are not able to provide sufficient 
breadth or intensity of services for their patients, no 
matter how hard they try, given their structural 



limitations* In general, they operate on the campuses 
of large institutions. Patients may be seen for 
medical issues on a regular basis on site; although 
quaiterly visits would not be considered unusual, 
relatively few adolescents arc seen by medical 
clinicians as frequently as every week or every 
month on an ongoing basis. Mental health profes* 
sionals may establish weekly or even twice weekly 
appointments with their adolescent clients. How- 
ever, neither the medical nor the mental health 
interventions may provide adequate intensity of 
service for certain adolescents* After all, 2 hours a 
week of professional time, no matter how skilled, 
cannot realistically be expected to countermand the 
influences of the events taking place in the remain- 
ing 166 hours of the week of an adolescent who is 
experiencing major behavioral and lifestyle prob- 
lems. Finally, adolescent health care clinics usually 
function in the context of the bureaucracy of a larger 
institution. Although program staff may success- 
fully negotiate with the institution's administration 
for policies that lower barriers to care (c.g,, issues 
requiring the need for parental consent and payment 
for services), they are still frequently constrained by 
institutional mles. and by the large iii^sing build- 
ings in which their clinical space is often located* 

Community* and HMO*Ba$ed Adolescent 
Health Care Clinics — ^In some suburban communi- 
ties, health care professionals trained in adolescent 
health care have developed special adolescent health 
care centers that arc not fonnally affiliated with 
hospitals. Two examples are described in box 15-A. 
One center was developed in response to community 
concerns by adolescent medicine faculty physicians 
based at a teaching hospital in a suburban Long 
Island, New York, community (92,175). Another, 
the Tben and Young Adult Health Center, is part of 
the Kaiser Permanente HMO, and is situated at 
Kaiser's Granada Hills, California, location (135,146). 

Free Clinic?; 

Free clinics developed approximately two dec- 
ades ego in this country in response to the needs of 
substance-using youth, many of whom were tJ ai- 
ated from society at large and wen* ^aiable or 
unwilling to receive medical care from traditional 
sources. Free clinics do not set eligibility require- 
ments or charge fees for service, although they do 
accept donations from their clients* In general, free 
clinic services are provided by volunteers, with 
agency activities coordinated by a core of paid staff. 
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Box I5'A—A Community-Based and an HMO-Based Adolescent Health Care Clinic 

In recent years, health care professionals trained in adolescent health care have developed adolescent health j 
care programs that are not formally affiliated with hospitals. Two examples, both in suburban communities, are \ 
described below. 

! 

1 A Community-Rased Adolescent Health C are Clinic in Ixmg Island, NY 

I A comprehensive adolescent health care service that was developed for a suburban Long Islaiid community 

I by adolescent medicine faculty physicians based at a teaching hospital is described by Fisher, Marks, and Trieller ! 
(92) This program was established in 1980 in response to the request of a group of civic leaders living in a middle- to 
upper class suburb A survey of the community's junior and senior high school students was conducted as part of 
program planning. In general, although significant proportions of students disclosed regular illicit substance use (20 f 

I percent), sexual activity (24 percent), and concern about a self-perceived weight problem (38 percent), very few ^ 
students ( 1 percent, 4 percent, and 10 percent, respectively) had actually sought care for these matters. Despite their 

1 ready access to private office based physicians (90 percent had a specific doctor, and 93 percent had visited a doctor ' 
w;tliin the previous year), the majority of students stated that they would not choose lo use a private physician for 
reproductive health care, substance abuse, or emotional problems, and furthemiore, that they would not be willing 
to seek care for these problems with their parents* knowledge ( 1 75). Thus, even in a middle-class community that 
is well supplied by private physicians, adolescents perceived the need for an alternative resource for their 
reproiluctive health care and other sensitive problems. 

The Ix^ng Island community-based adolescent health clinic is located in a building shared with a substance 
abuse counseling agency. It is staffed by a nurse coordinator (who also is a master's prepared counselor), and 
pediatncians specializing in adolescent medicine. The nurse Cfx^rdinaior performs basic medical and psychological 
: counseling, as well as program admmistration and outreach. Although confidential heiilth care is provided for 
sexuality related matters, adolescents younger than age 18 must have parental consent in order lo receive care for 
other problems. 

I Funding for tlie program comes primarily from the New York State Department of Health but also from local 

funding sources. Although adolescent patients were seen free of charge during the first 2 years of the program^ 
[ operation (92 ), fees were later instituted at the request of the State funding agency aftera survey of registered patients 
was conducted. The majority of these patients affirmed that they would be personally able and willing to pay for 
, services without help from their parents (93), From 1982 until recently, adolescents were charged no more than 
$25,(X) for an initial visit and $15.00 for a followup visit. Patients were asked to pay as much as they could at the j 
times of their visits; no bills were sent home. The overall collection rate, based on total accrued charges, has been 
7.^ percent. Only 16 percent of patients have not been able to pay even a portion of their bills (92). Recently, 
: however, a cut in Stale funding has caused the program to curtail its operations to approximately half-time for the i 
i nurse ccX)rdinator and to 6 hours a week of physician time. In addition, the program has raised its fee schedule to : 
; $401)0 for a first visit and $25.00 for a followup visit (91a) Nn information is available concerning the effect of 

■ the increased fees on collection rates, 

Uighty-t wo percent of the first 1 ,(X30 adolescents and young adults who registered for clinical care over the fin;t 

■ 6 years of the program^s operation were female. Almost three quarters (72 percent) of the initial visits by adolescents ^ 
I residing in this middle-class suburban community were for reproductive health care, including contraception, 

; pregnancy detemimation, and sexually transmitted infections. Over time, 67 percent were for reproductive heaiai 
1 care. An additional 27 percent of visits were for other medical problems and for preventive care (e.g., 
immunizations, nutrition concerns, dennatologic and orthopedic problems). Only 6 percent of visits were for 
I emotional concems or substance abuse (92), despite the overall higher community prevalence rates of these ' 
I problems that had been repoHed in the student survey preceding the opening of the program (175), Data reported ^ 
I from the Ltjng Island program indicate ihai it has filled a void in the reproductive health care needs of adolescents | 

The Kaiser Permanente Teen and Young Adult Health Center in (iranda Hills, CA I 

i Tlie philosophy of the Kaiser Teen and Young Adult Health Center is based on that of the adolescent medicine I 

j prog' AW in the Children \s Hospital Medical Center in U)s Angeles (147). The Kaiser Teen and Young Adult Center ^ 
j attempts to have its multidisciplinary staff, many of whom have been specif ically trained to work with adolescents 

j work in an interdisciplmary manner to meet the diverse needs of their adolescent clients. An innovative feature \ 

j Continued on next page \ 
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deptftroents on an onfoing basis (146) 

Uttn AdvtacNrs^tlie **%en Advisoii** aie a gfoap ot voluntem, $gn IS to 20. vAio meet lefularty ^ ibe 
Center* and Meoyt to he^ Ike Cottier bete 

st»fit The Ibcn Adviaoli wvkm films and edBcatkmal materials, and advise tf>e Center^s staflF on bow lo woifc 
efiectively wMh teeni^eis <134 

Frognun EWisciivi ii aas N o infotmatioa on die ellbciiveness of Ksiser's Iben and Ycvpg Adnh HMlth 
Cemei* bss yet been piMisiiedt bnt » 

coni^mbeosive fiiyaiGal and psydioaociid healdi caie seivices to adoieacorts and yoimg adults in a manner that 

fidfiUCte their needs and eaqpects^^ 

plan members in Oe tiam** (146) is tmder wi^. 

SOimCE: Office of 'ftdiM^(^A«icsi^^ 1991. 



Today, it is estimated that roughly HO free chnics 
exist across the United States (112). Such clinics ajc 
more likely to be found on the west coast thtin in the 
Northeast or Midwest. Because free clinics devel 
oped in response lo the needs ot their home 
cormnunitics, they tend to serve different ethnic 
populations. For extimpie, tree clinics in the South- 
west tend to be oriented toward Hispanic group* uvl 
free clinics in some parts of California <ue . t to 
serve Southeast Asian refugees. In general, free 
clinics can offer nly a finite range of health 
services, given their budget cuid staffing constraints. 
They can offer a relatively fast and partial solution 
to a community's otherwis,* unmet health care 
needs* but the directors of free clinics do not view 
them as being able to provide comprehensj\ e 



solutions to their communities' health caie problems 
(see box 15-B). 

Little published infomialion is available that 
describes the characteristics of adolescents who use 
free clin:cs. Also, very few published studies have* 
compared the characteristics of adolescents who use 
free clinics with those who use other sites for their 
health and medical care. 

Multiservice Centers That Offer Comprehensive 
Health and Other Services to Adolescents 

Multiservice centers foi adolescents of)craie on a 
model of adolescent health care delivery that recog- 
nizes adolescents' broad and Vcirymg need for 
servMces beyond traditional medical care, One multi- 



ERIC 



Chapter 15—Mdior Issues Pertaining to the Delivery of Primary' & Comprehensive Health Services to Adolescents • 111-37 



Box 15-B—The Free Medical Clinic of Greater Cleveland 

The Free Medical Clinic of Greater Cleveland is the third largest free clinic in the country in terms of budget 
and patient flow. The Free Clinic opened in 1970 to provide services to patients of all ages. Thus, many of its services 
are available to patients other than adolescents. In 1987. the Free Clinic provided medical services to almost 14,000 
people. Visits by adolescents accounted for more than a quarter (29 percent) of patient visits. More than 75 
percent of all adolescent visits for medical services were for contraception, pregnancy testing, and treatment for 
sexually transmitted diseases (STDs). In 1989, the Free Clinic joined with a large tertiary care facility to establisl 
an adolescent clinic. This and other Free Clinic services used by adolescents are described further below. 

Overview— Since 1970, the Free Clinic has offered acute ambulatory medical caie and drug and mental health 
treatment to patients of all ages. These two programs were enhanced by a hot line and a patient advocacy service 
that helped to direct patients to other community resources if the Free Clinic was unable to provide oirect assistance 
Several other programs were added over the next 7 years: an emergency dental service, a ninaway shcllcr. a 
hypertension clinic, and a legal service. Recently, the Free CUnic estabUshed an anonymous human 
immunodeficiency virus (HIV) testing program and a medical monitoring project, which provides long-tenn 
continuity of care for individuals who are HIV-positive but lack clinically apparent symptoms. 

The Free Clinic owns its current physical fac ilities. Five years after it opened, the Free Clinic was evicted from 
its original site and moved to its curre.it location ai the border of the cities of Cleveland and East Cleveland. Tlie 
clinic's current location is close to the campus of Case Western Reserve University, Cleveland's largest private 
university. Several years after moving to its present location, the Free Clinic was able to purchase and to renovate 
Its building and facilities through a grant based on a 9:1 State-to-private match from the State of Ohio. 

Services Ised by Adolescents- In the fall of 1989, the Free Clinic establisiied an adolescent dink in 
pannership with Rainbow Babies and Children's Hospital, a large teruary care facility located approximately I mile 
from the clinic. Physician staffmg is provided by the hospital, and th^ Free Clime supplies the physical space, staff 
coordination, laboratory, and medical and pharmaceutical supplies. Patient care statistics for tliis specific program 
mirror the Free Clinic's general statistics fo- adolescents. Half of patients seen in the adolescent clinic are females 
seeking contraceptive services or pregnancy testing. Another 26 percent of adolescents are seeking treatment of an 
STD. Vanous programs offered by the Free Clinic are utilized by adolescents. Safe Space is the Free Clinic's 
mnaway shelter and is located next dooT. It provides services consistent with the regulations of the National Youth 
Runaway Act (Public Law 93-415) to almost 6(X) minors a year.' It is one of the very few ninaway shelters in the 
country that is able to offer medical and legal services to its adolescent clients. Approximately 30 percent of 
adolescents seeking refuge at Safe Space request or are perceived to need medical care, which is available to them 
at the Free Clinic. Common reasons given by adolescents for needing medical care include documentation of 
physical abuse and reproductive heailh concerns. Safe Space retains its own attorney on salary in order to represent 
its adolescent clients to the judicial system. The attorney handles approximately 30 to 40 cases each month. 

Odier Free Clinic services used by adolescents include ambulatory medical care and general counseling and 
outpatient drug abuse tre^itment services, The Free Clinic sponsors the Adf)Iescent Sexual Offender Project and an 
Incest Surxivors' Group. For general issues, master's prepared mental health professionals include adoles<:ents as 
part of their individual caseloads. The Adolescent Sexual Offender Project, which started in 1986. is largely ♦\inded 
through a contract with the county's JuvenUe Court. It has a capacity of 20 chents and includes family members 
in Its treatment services. The Free Clinic's dental service is very small and provides emergency care for less than 
100 patients a year. Very few adolescents use this service. 

Staff— The Free Clinic's staff includes 42 paid employees and more than 400 volunteers. In the medical 
services division, five paid cixjrdinators provide supervision as well as direct patient care. The physician medical 
director provides direct patient care and supervi.«!es u.^e to four family practice residents per month. Licensed 
medical volunteers at the practitioner level include 30 phy. icians. 22 dentists, 6 nurse practiiionere, and 6 physician 
assistants. In addition. SO to 90 medical students volunteer at the Free Clinic each year. 

The mental health staff consists of four part-time counselors for the Adolescent Sexual Offenders' Project and 
4.5 full-time master's prepared counselors to provide general mental health and substance abuse treatment services. 
Approximately 50 volunteer therapists also maintain active caseloads of clients. 



adoleJenu f^evention and Services,- m Vol H. for a dj.scu.ssion of Federal laws pertaining to homeless and ninaway 
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Box J5'B — The Free Medical C linic of Greater Cleveland — Continued 
I Legal services are staffed by 15 volunteer attc ncys, who provide advice and referral by telephone. 

I Budget and Funding— The Free Clinic's annual budget, including operation of its runaway shelter, is $1.2 

j million. The funding mix is 60 percent public and 40 percent private moneys, 

I The largest proportions of public moneys are from the Ohio State Department of Health for STD control and 

HIV testing and from the County Drug Board. Federal funds for family planning scr\'ices made available under from 
Title X of the U S Public Health Service Act help to support the Free Clinic's family planning program ^ The Free 
Clinic does not bill Medicaid or private insurance companies for patients who may be eligible for these benefits. 

Private resources come from foundations, corporations, individual contributions, and other sources. The 
privately funded portion of the budget is generally less restricted than the portion from categorical government 
grants and contracts. One observer has noted that it is highly unusual for integrated health services programs to have 

! such a high proportion of unrestricted funds available and that such unrestricted support is important to the 

I long term viability of uitegrated programs (128a). Foundation grants have remained quite stable since the Free 
Clinic's inception and suppon its general operating costs. This arrangement is quite unusual given that foundations 
frequently prefer to support demonstration projects. Corporate contributions are assuming an increasingly important 
role in the overall budget, as the Free Clinic's Board of Trustees becomes more active in fundraising. Although 

I mdividual contributions made up 37 percent of the 1990 budget's private resources, such contributions arc regarded 
as the budget's least stable section. The Free Clinic's annual individual fundraising campaign goal is partially 
determined by its anticipated budget deficit: the funds generated through individual ftindraising are used to offset I 
these expenses. In addition the Free Clinic's staff sponsor at least one special fundraising event each year (e.g., rock I 
concert) that raises approximately $2.\0(X). The Free CUnic also operates a Thrift Store, which breaks'even i 
financially each year I 

Volunteers are irnjx)rtant to the Free Clinic. The Free Clinic's overall monetary budget is enhanced by 80 
ptTcent, and its personnel budget is doubled, by the almost $1 million of service time that its volunteers contribute 
Personnel costs absorb approximately 75 percent of the Free Clinic's operating budget. Seventeen percent of 
nonpersonnel costs pay for medical supplies, laboratory fees, and other general operating costs. 

1 he budgetary goals of the Free Clinic are to develop a diverse funding base, so as to allow services to continue 
despite possible interruption of individual funding sources, and to enhance the propc^rtion of funding from stable j 
corporate contributions. The Free Clinic considers itself fortunate to have had a relatively stable externa) funding I 
base over the past decade, llirough continuation of its multiple grants and contracts. ! 

St renKths— Ttie Free Medical Clinic of Creator Cleveland has been able to grow over the 2 decades of its } 

: existence for several reasons. It has enjoyed consistent, strong leadership. There have only been three directors | 

: during this tmie period. It has been recognize<l as an important community resource, as witnessed by its ability to I 

: anract and maintain a su-ong and varied public and private funding base. It has become a popular organization for i 

: volunteers, many of whom have continued their involvement with the Free Clinic for several years, h is located close ! 

to a university and its medical schm^l, which allows many students to volunteer. It has retained its organizational | 
j identity and original mission. 

Weaknesses— In some ways, the weaknesses of the Free Clinic represent the converse sides of its streni;ths. 
Vor example, the paid staff consist of only a few positions, each of which carries supervisory and direct service 
responsibilities. Staff mmover can be especially troublesome. The Free Clinic may find it difficuh to recruit certain 
paid staff positions because salary levels are significantly below those of otfier local health care institutions. 
Conseouently, individuals who are attracted to working at the Free Clinic are frequently young adults with ^ strong 
■ altruistic commitment and a sense of social advocacy. 

i Conclusion- There has been no formal evaluation of the ability of the Free Clinic to meet the needs of 

I adolescents and others in the community. The current director of the Free Clinic has stated that it serves as a 
bandaid,^* a short-term and incomplete solution to tlie conununity's problem of prc viding financial access to 
! health :uid medical ciire for all its citizens, including individuals who perceive tlieinselves as alienated from 
mainstream society and who are not willing to seek care from its traditional sources. 

I 'Tit\> X ol the Public HcaliJi Scn/icc Acl is distusseti m ch 10. Prcvnaiicy and Parenting: Prcvcmion and Services/* in Vol. II 

j SOf fkCH M Hjllcr. Executive Director. TTic Free Medical Clinic of Greater Cleveland, information provided in an interview conducted for 
OTA by Tnna Anghn. M.D , PIlD, Director of Adolescent Medicine. ClcvclaiKl Metropohtm Hospital, Cleveland, OH. Apr. 16. 1990 
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service center known as ''The Door** is frequently 
described as the prototype of an integrated, compre- 
hensive service model for adolescents. This section 
describes its programs in detail. 

The r>oor is an independent, community *based 
facii^:> in New York City that offers comprehensive 
health and medic?! care, mental health and drug 
treatment, educational, legal, social services, recrea- 
tional, creative arts, and employment training serv- 
ices for youth up to age 21, It opened in 1972, 
following more than a year of planning and develop- 
ment activities by a multidisciplinary group of 
professionals who were concemed about the physi- 
cal health, mental health, and social issues of youth 
Uving in New York City. The Door's initial quarters 
were donated as free space, and for its first 7 months 
of operation, its staff were unpaid volunteers. 
Originally, the Door was begun as a model substance 
abuse prevention program (101). However, the Door 
was adopted as a model project by the International 
Center for Integrative Studies to demonstrate an 
integrated human services approach to the well- 
being of adolescents. The center seeks to promote 
interdisciplinary communication and cooperation 
among the humanities, and the behavioral, social, 
and life sciences (280). 

The Door is currently located in a renovated 
building in lower Manhattan. It serves approxi* 
mately 7,(X)0 adolescents annually and reports 
approximately 70,000 visits a year (101,128). About 
75 percent of the adolescents who use the Door for 
their physical health and mental health care do not 
have health insurance coverage, either public or 
private. An estimated 22 percent of adolescents who 
use the Door are covered by Medicaid, and an 
estimated 3 percent have private third-party insur- 
ance coverage (101). No more than 7 percent of the 
Door's operating budget is recovered from Medi- 
caid; although a sliding-scale payment system is 
operational, out-of-pocket payments by the Door's 
cUents are negligible (128). The Door's annual 
budget is supported by more than 80 funding 
sources, including Federal, State, and local public 
agencies, ai> well as private foundations, corpora- 
tions, and individuals. 

The Door^s staff consists of approximately 70 
ftill'time-equivalent paid positions and more than 75 
volunteers. The staff is divided into three interdisci- 
plinary working teams, which meet regularly to 
review the needs and progress of their adolescent 



clients. Staff members include physicians, nurse 
practitioners, nurses, family planning counselors, 
health educators, nutritionists, pharmacists, labora* 
tory technicians, medical assistants, psychiatrists, 
psychologists, social workers, lawyers, teachers, 
vocational rehabilitation counselors, job developers, 
youth workers, and physical education instructors 
and artists from the creative, visual, performing, and 
martial arts (101). These staff members provide a 
wide spxjtrum of services for the adolescent clients 
of the Door. Important to the Door*s philosophy is 
its combination of case management and interdisci- 
plinary teamwork. Fallowing a comprehensive in- 
depth assessment, each adolescent client is assigned 
to a primary counselor, who will coordinate care and 
assure continuity and quality of care throughout the 
client's involvement with the Door. The primary 
counselor works closeiy with the interdisciplinary 
therapeutic team built around each client with acute 
or broad-ranging problems. 

The Door's Adolescent Health Center offers 
general medical services; a prenatal, young parents, 
and child health program for the young children of 
adolescent parents, including on-site nursery serv- 
ices; a health care program that offers ongoing 
continuity of care to youth who have no regular 
source of health care or who have chronic diseases 
such as asthma, diabetes and hypertension; family 
planning and sex counsehng services; and a nutrition 
counseling service. The approximately 3,500 ado- 
lescents enrolled in the Adolescent Health Center 
make about 18,000 total visits per year. 

The Door^s Psychiatric Services provide diagnos- 
tic assessment and tlierapy using a number of 
treatment modalities, including crisis intervention, 
individual and group psychotherapy, individual and 
group drug and alcohol counseling, pharmacother- 
apy, couples and family counseling, milieu therapy, 
and art and recreational therapy. Many of the 
adolescents seen in the Door's Psychiatric Services 
have problems related to the use of substances. The 
r)oor's Drug and Alcohol Education Services pro- 
vide information and education about substance use 
and treatment resources. In addition to helping 
adolescents on-site, the Etoor has an active outreach 
program for students enrolled in schools, and for 
adolescents who congregate on the streets and in 
parks. 

The Door's Social Service Program provides 
social crisis intervention and supportive counseling 
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for adolescents with emergency needs for shelter, 
food, and clothing, including adolescents who have 
run away. Social services staff help young people to 
develop more constructive communication and work- 
ing relationships with their families. They facilitate 
mobilizing other agencies* resources for their youth- 
ful clients. 

The Door supports three separate counseling 
services which help adolescents to address educa* 
tional, vocational, and legal issues. The Educational 
Counseling Services Program offers educational 
evaluation and diagnosis, counseling for adolescents 
who are truant from or who have quit school, 
tutoring, remediation for youth with learning dis- 
abilities, and help with the admissions process to 
college. Tlic Learning Center Program provides both 
ongoing assistance to adolescents having difficulties 
at school and an alternative education program for 
students who have quit school. The Door's Voca- 
tional Counseling Services provide work readiness 
evaluation, vocational testing, career counseling, 
vocational training, job shadowing, ar^ job place- 
ment. The Legal Counseling Services Program 
offers legal advice, representation on civil and 
criniinal cases, and assistance in dealing with public 
agencies and m receiving public benefits. The 
program helps to divert appropriate clients from the 
justice system to the Door's Mental Health Counsel- 
ing Services. It also advocates for legal reform 
concerning minors. 

The Door*s Creative and Performing Arts Work- 
shops Program allows adolescents to try a wide 
range of possible career choices and creative expres- 
sions, to learn to work cooperatively, to learn 
work-related skills, and to develop pride in their 
skills. The creative workshops are perceived as 
valuable vocational and life training experiences and 
include a variety of classes in dance, theater, music, 
fine arts, crafts, photography, silkscreen, sculpture, 
pottery, jewehymaking, and plastic arts. The Door's 
K ^creation and Physical Education Ptogram, which 
includes classes, games, and team formation in a 
variety of activities such as gymnastics, martial arts, 
wrestling, weight lifting, aerobics, and bail sports, 
emphasizes working cooperatively with peers and 
gaining a respect for good health. The Door also 
sponsors recreational and educational field trips as 
part of its overall program of constructive adolescent- 
oriented activities. 



The Door's Food Services Program prepares a 
free, nutritious evening meal for adolescents, many 
of whom otherwise would not receive adequate 
nourishment. This program also helps adolescents to 
learn how to plan and prepaxe nutritious meals, with 
particular attention to hygiene and the use of 
institutional equipment. 

Other programs at the Door focus on long-term 
issues. For example, the Mental Health, Drug and 
Alcohol Treatment Program provides long-term 
treatment for adolescents with serious problems in 
these areas. The program uses a combined case 
management and interdisciplinary team approach to 
plan, implement, and monitor individualized treat- 
ment, using the Door's many resources. Adolescents 
become involved with a therapeutic milieu but 
continue to live outside the Door. 

The Door has grown from a small program staffed 
primarily by volunteers into a large, complex 
organization. However, it has retained the elements 
that define the service characteristics of an inte- 
grated community health delivery program. It off^s 
comprehensive services at a single site. It interacts 
with other community agencies through referral 
netwoiks and tracks yoimgsters who are referred to 
another agency for care. It performs multiproblem 
needs assessments for individual adolescent chents. 
The Door's service model is based on the concept of 
an interdisciplinary team that meets regularly to 
coordinate the efforts of its individual providers. 
Finally, the I>oor is committed to case management, 
so that each adolescent client has a single, primary 
contact person to coordinate programmatic ele- 
ments. As part of this model, a single, unified record 
is maintained for each adolescent (34). 

Staff members are flexible in their roles and serve 
as advocates for their clients. Through the case 
management approach, the Door has continued to 
make it easy for its adolescent clients to use its 
facilities. In addition, its afternoon and evaiing 
hours of operation were established for the conven- 
ience of its clients, so that adolescents who attend 
school do not need to miss classes to participate in 
the Door's programs. 

Even though the Door is frequently cited as the 
model health program for adolescents, it should be 
understood that it probably cannot be replicated 
exactly in the majority of communities in the United 
States. But its underlying principles of care can 
clearly be adopted by other communities. As dis- 
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cussed by JcUinck (127), the Door had ccilain 
advantages during its formative period. First, its 
parent organization, the International Center for 
Integrative Studies, provided extremely high caliber 
technical expertise, which has allowed the Door to 
develop its unique management structure and pro- 
fessional staff mix in the context of its organiza- 
tional goals. Second, its placement in New York 
City has given the Door access to a large and diverse 
pool of professional talent, and consequently, the 
ability to be selective in its choice of staff members. 
The Door's location in New York City gives it 
another advantage relative to other communities. 
Because New Yoric has a superior public transporta- 
tion system Unking all boroughs, and because 
adolescents in New York usually leam to navigate it 
independently at an early age, access to the Door's 
single, stationary site is not a problem. In contrast, 
public transportation systems in the majority of 
other cities are not as well-developed or convenient 
to use as New York*s is, so that a single location of 
services may not be as accessible. 

School-Linked Health Centers 

The SLHC model for providing con^rehcnsive 
health services to adolescents has received consider- 
able attention and has the potential to reach marv 
medically underserved adolescents because of its 
capacity to be replicated in many communities. The 
first SLHC opened in West Dallas, Tfejias, in 1970 
and offered a variety of services previously unavail- 
able in a school setting, focusing principally on 
general primary care. In 1973, the first SLHC to 
en^hasize reproductive health services (along with 
primary health care services) was established at the 
St. Paul High School Clinic in Minnesota (142). Box 
15-C describes a typical SLHC in Birmingham, 
Alabama. 

The number of SLHCs in this country has grown 
dramatically in recent years, particularly in the latter 
half of the 1980s.^ Unfortunately, it is impossible to 
develop a good estimate of the number of adoles- 
cents who have access to an SLHC for several 
reasons. First, there is no national, con^ehensive 
source of information on the number of operating 
SLHCs. This situation stems in put from the 
dynamic nature of the school-linked health care 
movement. Also, there are varying definitions of 




There Is as yet lltto systematic evktonoe that 8ohool-4inked 
or community-based oomprehensive servfoe centers for 
adolescents Improve health outcomes, but there Is dear 
evidence that such centers can Improve adotesoents' 
access to the haalth and related services that are most 
likely to be needed by adolescents, 

what constitutes an SLHC. OTA uses the term 
SLHC to refer to any school health center for 
students (and sometimes the family members of 
students and school dropouts) that provides ^ wide 
range of medical and counseling services and is 
located on or near school grounds and is associated 
with the school. But some researchers confine their 
work to centers based on school grounds and others 
consider a school with an on-site, part-time nurse 
practitioner, to have an SLHC. A number of States 
have recently undertaken initiatives in school-linked 
health care, some with programs that go far beyond 
traditional, primary health care (e.g., New Jersey 
includes job training and employment services in its 
program). 

Ahnost all the data on SLHCs that are available 
are collected and disseminated by two groups: the 
Center for Population Options' (CPO) Support 
Center for School-Based Clinics and the Robert 
Wood Johnson Foundation's School-Based Adoles- 
cent Health Care Program. Both programs are 
actively engaged in supporting and promoting the 
SLHC model of health care for adolescents. Data 
from other sources is extremely limited. 

CPO, which surveys SLHCs annually, limits its 
research to SLHCs operating on school grounds (i.e,, 
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Scbool-Baied Adolescent HetUth Cm Program. ^^^^ 
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school-based clinics)'* ' turid app<:ai s to omit a numlxT 
of the Slate progriiins (e.g.. New Jersey ;ind New 
York}. In 19%, CPO reported that, in the 19884s9 
school year, il surveyed 153 on site SLHCs in 96 
CijuhTiariiiic^N ill 32 States ui/).*^^ Ninety-five 
schools responded. Most cA ihc SLHCs surveyed by 



CPO served senior high schwl students and are 
located in low-income neigh bo rhi.K)ds of large cit- 
les/"^ CPO\s data suggest that a minimum of 233,600 
U.S. adolescents, less than 1 percent of the ronnrry *s 
31 million adolescents overall, have access to an 
site SLHC/^-^ Although ♦his estimate falls short of 
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I K ai i ai y.'. <:>■.! p \ U:.\y i ? i 

^TJjcrc arc 1*^,7K(> tmJdlc, jiiaior high, and ;v<r?nic»f hi^h S4 1kk)1s rjauoMW-idc, it^r n\cry^hc)m\uy. nuijorify of ;yLh?)(>);^ do not have m SLIK." 
"^^Iri I<^8^<. only 1*5 of jhc 1 20 existing oji-sj^c SLHCs were m junior htgh or rriiddlc .schools 

''^'niis nurnbt-r was calculated by rnulnplyin^ \\\<: number of on sjic SLJ i( ^ .vurv«-yrvi bv CK> in i V8H 89 n f , 1 nnjcs vcra^c L-inoWnwiw of schools 
witb surveyed .Sr.HC> in 198K (i e . (\y\ X \sri r.. Z'^^i^U , 
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the actual nunibc-r. it is i)hvious thai the overwhelm 
:ng maionry <>♦ T S adolescents do noi have access 
to an SL.Hr 

StTvites I'nAided h\ SLHCs''- Data on the 

st r\ it es provided by the on-site SLHCs siirveycd tn 
CH) iire presented K-losv Although all SLHCs aim 
to provide a w ide range of health tare serv ices. v,ha[ 
the\ offer vanes and defx-nds largely on chnic 
resources, the particuhu needs of the community s 
adolescents, .uid lf>cal attitudes tow^irds providint 
reproductive health services in a school linked 
:^'tting Several survevs that have asked adolescents 
aUuit ihi-if needs for a sch(Md health center arc 
suriirnari /ed m h'^x IS-I) 



perceni ur 



MfJiail .S,/v/'C.v hi [\)HH-W. <M 
more of the on-s!te SI,HCs sur\eyed by CVO 
providevi general pririi^u-y health care, a.ssessmcnt 
ojid referrals to community health citre services, 
diagnosis and treatment of minor injuries, diagnosis 
and treatment of scv.ually transmitted diseases, 
general us wfil as sports and employrn'.-nt physical 



exiuiiinations, laboratory and pregnancy tests, pre- 
scriptions for medication, and referrals for prenatal 
c;.ire (see table 15-9). A slightly smaller proportion 
i 80 to 89 i)ercent) of SLHCs alsf) provided assessment/ 
referral to private physicians, chronic illness man- 
agement, gynecological exannnations, and immuni- 
zations. Services at junior hi ah/middle schcxds and 
senior high schcH>ls are gener illy simihir, although it 
appciirs that junior high/m ddle schools are less 
likel/ to f rovide referrals to community health care 
or private physicians. 

( '(>unseUni>IEduiawma! St rvu es—i^Anamm coun - 
sehng/'educational .services include health and nutr i - 
tion education, sexuality coun.sehng, pregnancy 
( ounseling. mental health and psychosocial counsel- 
ing, and weight reduction programs. Most SLHCs 
rcsfK)nding to the CPO survey provided all those 
services considered to be counseling or education 
(.see table 15-10). The services least likely to be 
delivered were job counseling, parenting education, 
ajul drug/alcohol coun.sehng. Ixss than half the 



■^tv.cr ,Mfi<>ii<-. ur n.c-.iKal. coun.v:linK,'c<lLitation, am^ tmn'.y planning, arf CfO s ucnimionj, <>t me 
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Table 15-9— Percentages of On-Site School-Linked Health Centers Which Offer Medical Services, 

by lype of School, 1988^9* 

Type of school 

Senior hi| 

Medical servkse 

Diaonosi&^reatmrnt of minor Injuries 

Qenoral prinnary nealth care 

Laboratory testi 

Physical exanr>i for sports/work 

Qeneral physicals 

Pregnancy tests 

Prescribe medication 

Referral for prenatal care 

Assessnnent/referral to community health care 

Dlaonosis/kreatment of sexually transmitted diseases 

Qyneoolooical exams 

Chronic illness management 

Immunizations 

Assessment/referral to private physician 

Dispense medication 

EPSDT screening'' 

Pediatric care for infants of adolescents 

Prenatal care (on-site) 

Dental services 

*Data pr»s«nt»d in this tabi« ar« drawn Irom a 1 990 sun/< y oofniuct»d by the C#ntaf for Population Options (CPO). Ninaty-f iva of tha 1 53 on-tita SlflCs (i.a. , 
school- batsadcilnica) known by CPO to ba oparating durif tg tha 1 9&ih%9 school yaar panicipatad--a 62-parDant raaponsa rata. Tha raspondartts rapraaantad 
2 7 of tha 32 Statas in which SLHCs wara located and 56 of tha 96 communitlaa. Parttoipa'jng achools indudad senior high schools « junior htgh/middia schools, 
vocational schools, and schoois oing from kindargaitan through grada 12. 

^PSDT Is Medicaid's Earty and Park>dic Screaning. Diagnosis, and Traatmant program. 

SOURCE: H.J. Hycha-Wiiiiams and C Waszak. "School^fiasad Clinics: Updata 1990" (Washington. DC: Canter for Population Options. 1990). 



oentor nign 


junior nign/r^iiQQie 


/Ml scnoois 


(n - 76) 


(n - n ) 






100% 


98% 


97 


100 


S7 


97 


100 


97 


97 


100 


97 


96 


100 


96 


93 


91 


93 


92 


100 


92 


91 


100 


91 


93 


55 


90 


92 


82 


90 


90 


91 


88 


87 


100 


87 


90 


100 


87 


90 


55 


85 


72 


82 


74 


49 


65 


48 


38 


18 


38 


38 


18 


35 


28 


55 


31 



Table 1 5-1 Percentages of Cn-Site School-LinkAd Health Centers Wh^ch Offer Counseling and Educational 

Services, by lype of School, 196&*89* 



Type of school 





Senior high 


Junior high/middle 


All schools 


Counaaling/eckjcational service 


(n . 76) 


(n.11) 


(N - 95) 




100% 


100% 


100% 




100 


100 


99 




97 


91 


96 




92 


91 


91 


Mental health and psychosoda^ counseling 


91 


82 


91 




91 


82 


90 




87 


73 


85 




83 


73 


82 




63 


73 


66 




65 


46 


62 




32 


9 


30 



^ta prM«nt«d in this table ar« dravvr> from a 1 990 aurvay oonductad by tha C#nter tor Popuiation Options (CPO). Ninaty-f iva of th« 1 53 on-sita SLHCa (j.a. . 
schooi-5a9arf dinica) known by CPOto c ^ oparating during tha 1 986*^9 school yaar part icipatad--a 62-paroant raaponaa rata. Tha raapondants rapraaentad 
27of th« 32 Stataa In which SLHCs wara locatad and 56 of tha 96 oommunitlas. Participating achools indudad senior high schools^ Junior high/mlddia achoola, 
vocational achools, an<i aohoda going from idndargartan through grada 12. 



SOURCE: H.J. Hycha-Wliliams and C. Waszai^ "School-Basad Clinics: Updata 1990" (Washington. DC; Center for Population Options, 1990). 



surveyed SLHCs provided a structured HTV preven- 
tion program in the classroom or on-site clinic (117). 

Family Planning Services — ^Almost all on-site 
SLHCs surveyed by CPO i>rovided counseling on 
birth control methods in 1988-89, although 3 of 1 1 
responding junior high/middle schools did not (see 



table 15*1 1). Other common services include exami- 
nations, followup, and referrals for birth control 
methods. In 1988-89, 21 percent of surveyed SLHCs 
dispensed contracepdves, a decline from 28 percent 
in 1985-86. More than half (54 percent) of the 
surveyed SLHCs provided written prescriptions for 
birth control methods. 
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Table 15-11— Percentages of On-Site School-Linked Health Centers Which Otter Family Planning Services, 

by lype of School, 1988-89* 



Type of school 





Senior high 


Junior high/middle 


All schools 


Family planning service 


(n-76) 


(n- 11) 


(N - 95) 


Counseling or« birth control methods 


97^i 


73% 


94% 




80 


55 


78 


Referrals for birth control methods and exam 


72 


46 


71 




72 


55 


70 




55 


55 


54 




20 


27 


21 



^ata pr«$«ntod in this tabi« ara drawn from a 1 990 survey oorKiluctAd by tha Qenti^r tor Population Optior^ (CPO). Ninaty-f iva of tha 1 53 on-sita SLHCs (l.a.. 
9Choof>6aaadclinics) known by CPOto ba oparating during tha 1 986-89 school yaar part icipa tad— « 62*parcant raaponsa rata. Tha raapondanta rmpr^^enM 
27 oi tha 32 Statae in whtch SLHCa wwra i oatad and 56 of tha 96 oommunitias. Participating achools indodadaanior high tchoob, junk>r Ng^Vmiddla schools, 
vocational schools, and schools going from kifKiargartan through grada 12. 



SOURCE: HJ. Hyctia-Williams and C. Waszak, "School-Basad Clinics: Updata 1990" (Washington. DC: Cantar for Populallon Options, 1990) 



Sponsoring Agencies and Administrative Ar- 
rangements of SLHCs — The majority of SLHCs 
maintain organizational and administrative inde- 
pendence from their school system, although an 
increasing numl)er are administered by commimity 
school districts (143). The designers of the first 
SLHCs intended that tlie centers remain fiscally and 
administratively independent of the schools that 
housed them in order to ensure patient confidential- 
ity and encourage students* trust in clime staff. In the 
1985-86 school year, only 4 percent of the on-site 
SLHCs surveyed by CPO were sponsored by school 
districts; by 1988-89, 19 percent of them were 
administered by school districts (117,143). Some 
SLHCs report that school district sponsorship works 
well because it facilitates integration of school 
health services and eliminates a level of bureaucracy 
(55). According to CPO, SLHCs that are not 
sponsored by school districts are most commonly 
sponsored by public health departments (33 percent 
in 1988-89), community clinics (18 percent), and 
hospitals (18 percent) (117). Twelve percent of 
school-based SLHCs were sponsored by other enti- 
ties. Many agencies operate more than one SLHC 
site. 

In 1988-89, 9 1 percent of the SLHCs participating 
in the CPO survey were located inside a main school 
building serving an average enroUm'^nt ot 1,527 
students (with a range of 315 to 10,000) (U7), More 
than half were open during the summer a.id almost 
one-quarter were open on holidays. Ninety percent 
were open either before or after regular school hours. 



Staffing of SLHCs— ^LHCs are usually staffed 
by nurse practitioners, physician assistants, and 
physicians to provide the majority of clinical care* 
and counselors or social workers to address mental 
health, substance use, and family issues (142,167). 
The training of physicians who staff SLHCs is more 
likely to be pediatrics than obstetrics and gynecol- 
ogy (184). Other specialized persormel include 
dental hygienists, nutritionists, dentists, and psy- 
chologists (184). 

Most SLHCs try to employ staff with special 
expertise in adolescent health care. Although bilin- 
gual or bicuJtural staff nay more effectively meet 
the needs of minority adolescents, and some fUnding 
agencies have made a special eftbrt to hire them for 
SLHCs (28), as a general matter their numbers and 
availability are seriously limited (184).^^ 

Eighty-two percent of the on-site SLHCs respond- 
ing to CPO's survey employ a school nurse (1 17). In 
44 percent of these schools, the school nurse is part 
of the clinic staff, performing such functions as 
delivering direct services, providing case manage- 
ment, participating in clinic staff meetings and case 
conferences, and serving on clinic advisory boards. 
In the majority of schools, however, the school nurse 
operates independently of the school clinic although 
she may refer students to the SLHC for further caie 
(117). 

Demographics and Utilization of SLHCs — It is 
well-documented that many adolescents in schools 
that have SLHCs use the centers and that a large 
proportion of adolescents in schools with an SLHC 



^^See ch. IB, * 'Issuer in the Delivery of Services to Selected Groups of Adolescents/* in this volume for a discussion of the special health care ooeds 
of minority adolescents. 
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either have no other regular source of care or rely on 
a local emergency room for their medical care 
(156,168, 184).^^ Nationwide, the average SLHC 
serves 59 students and has 183 visits per month, 
according to CPO (143), In 1987-88, abnost half (48 
percent) of the students who were eligible to use the 
services of on-site SLHCs surveyed by CPO en- 
rolled to receive the center's services (143). Eighty 
percent of enrolled students used the centers* 
services at least once during the school year (143). 

Schools with SLHCs are typically located in 
low-income commuiiities where access to health 
care is limited and lack of health insurance is 
common. Overall, approximately 55 percent of 
students enrolled in SLHCs surveyed by CPO had no 
other source of primary health care during 1988; in 
some programs this was true for ahnost 100 percent 
of clinic enrollecs (168). Thirty-four percent of 
enrolled students were uninsured in 1988, more than 
twice the 15 percent national rate of adolescents 
without health insurance, according to CPO (150, 
168).^ Another indicator of the poverty of the com- 
munities in which the SLHCs surveyed by CPO are 
located is that 30 percent of enrolled students in 1988 
had Medicaid coverage — three times the national 
average of adolescents with Medicaid coverage (150, 
168), In 1988, only 36 percent of students enrolled in 
an SLHC had private healtli insurance (168), 

The health needs of middle-class adolescents 
suggest the potential value of SLHCs in less 
impoverished areas (175,184). One study of middle- 
class adolescents residing in a suburban area found 
that almost half had unmet health needs that could be 
met by an SLHC oi similar facility (175). 

Although some schools with SLHCs serve pre- 
dominantly white students, the large majority of 
students who currently use SLHCs are black or 
Hispanic (see table 15-12).55 56 5^^^^^ SLHCs have 
been relatively successful in attracting male stu- 



Tablo 15-12— Race and Ethnicity of Students Using 
On-Slte School-United Health Centers, 1987-88* 



Percentage of school 
population enrolled 



In dlnic 

Race arxi ethnldty (N-130) 



Black 59% 

White 25% 

Hispanic 12% 

Other 4% 



^Oata praftwited in tNs tabb ara drawn from a aurvay of on-sita SLHOS (i.a.* 
school- hasaddiotc*) oooductad tyy ths C^rtm for Population Options (CPO). 

SOURCE: D. KIrby. C. Waszak, and J. Z]aglar. "Asaaasmant of Six 
Schoof-Bas#d ainics: Sarvic*a, Impact, Potantial** (Washing- 
ton, DC: Cantar for Populatkm Optior^. 1989). 

dents; in 1988-89, 44 percent of SLHC patients in 
schools surveyed by CPO were male (117). One 
study found that SLHCs were more successful at 
attracting males than neighborhood or hospital- 
based clinics (84). Centers that offer and promote 
sports physicals are reported to be particularly 
successfully in attracting male students (184). 

Why Adolescents Use SLHCs — On average, 46 
percent of visits to Robert Wood Johnson Founda* 
tion SLHCs lasted more than 20 niinutes in the 
1988-89 school year (156), The primary diagnoses 
of adolescents who visited 23 SLHCs sponsored by 
the Robert Wood Johnson Foundation in the 1988- 
89 and 1989-90 school years are detailed in table 
15-13.^"^ More than 80 percent of visits were for 
return patients. The leading primary diagnoses were 
acute illness or injury (26 percent), mental health 
problems (21 percent), and physical exams and other 
preventive services such as immunizations and 
vision and hearing testing (24 percent).^^ Reproduc- 
tive health care accoimted for 12 percent. Anecdotal 
reports from a variety of SLHC staff indicate a high 
prevalence of depression, sexual abuse, and parental 
drug use (184), 

Mental health problems are often discovered in 
visits by adolescents visiting the health center for 



^^An eiBcrgcncy room is the most costly site for acute care and is only appropriate for serious exnergeDcie^t. Eircrgcncy rooms do not provide preventive 
medical care, health education, or ongoing support for emotional and psychological problems and other chrotiic conditions. 

5^Scc ch. 16. ' 'Financial Access to Health Services, ' m this volume for further details on health insurance, Medicaid, and financial barriers to care. 

'^Tbe Robert Wood Johnson Foundation found thai racial and ethnic minority students accotinied for more than three-quarters of the visits to the 
23 SLHCs it supports (156). 

^Most cUnics serve only their student population, but some arc also open to dropouts <16 percent), children of smdeats (16 percent), other family 
members of students (1 1 percent), and adolescents in the broader conmiunity (143). 

^In Vol. n, seech. 5. ''Accidental Injuries: Prevention and Services." for a descrtprion of adolescents' accidenul injuries, ch.6, Chronic Physical 
ninesses: Prevention and Services,** for a review of physical problems among adolescents, and ch. 11, **Mental Health Problems: Prevention and 
Services,'* for detaib on adolescent mental health problems. 

'•These diagnoses represent the principal reason for the visit and do not reflect other services that may have btxn provided. 
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Table 15-13— Principal Reason for Clinic Visits to 23 
School-Linked Health Centers Funded by the Robert 
Wood Johnson Foundation, 1988-89 and 1989-90 



Percentage ot visits 



Principal reason 1 988'89« 1 989-90^ 



Acute lllness/accklents 


. 25% 


26% 


Mental health related 


. 20 


21 


Other, induding Immunizations, 






vision, and hearing testing 


13 


12 




13 


12 




12 


12 




5 


4 


Acne, other dermatology 


4 


4 


Nutrition, including eating disorders . . 


3 


3 




<1 


1 


Drug and alcohol alxjse 


. <1 


1 



^•re w»ro 49,377 total visits in the 1986^ school ysar. 
^httrs w«rs 58^48 total visits in ths 1989-90 school ysar. 

SOURCE: J. bsar. Co-Director, School-Based Adolescent Health Care 
Program. Robert Wood Johnson Foundation, Washington, DC, 
unpublished data on student utilization of SLHCs, October 1990 

some other complaint (184). While drug and alcohol 
counseling are available at many SLHCs, the 
number of visits to the Robert Wood Johnson 
Foundation sites for substance abuse problems was 
negUgijle. 

Financing Issues for SLHCs — Financing is a 
critical determinant of SLHCs* hours of operation, 
scope of services, and long-term viability. Current 
programs owe much of their existence to private 
foundation support. Recently, some State and local 
health departments, as well as school districts 
themselves, have begun to provide substantial finan- 
cial support to local SLHCs. There is evidence that 
some programs have been able to receive Medicaid 
and private health insurance reimbursement for their 
eligible students, although the level of third-party 
revenues supporting SLHCs appears to be minimal. 

Costs and Sources of Funding — The average 
operating budget for the on-site SLHCs surveyed by 
CPO was $143,827 in 1988-89 (117). In 1987-88, 
SLHC budgets ranged from $100,000 to $313,000, 
depending largely on clinic hours (143). It has been 
estimated that SLHCs cost between $50 and $150 
per student per year (184). One study found that the 
average cost of a routine physical examination at a 
SLHC was considerably less than the cost of one 
performed in a private physician's office in the same 



community: $11.25 v. $45 (251). Considering the 
lost wages of parents who may accompany their 
children for the visit to a private physician increases 
the difference even further. 

SLHCs are funded by a variety of public and 
private sources (e.g., see table 15-14). Most of the 
on-site SLHCs responding to CPO's survey are 
subsidized by at least two sources; more than half 
have three sources or more (143). In fact, program 
staff must often devote significant time to securing 
financial support, making lundraising itself a costly 
program activity (184). Foundation giants, although 
time-limited, have been key to the startup, develop* 
ment, and growth of SLHCs. Foundations typically 
provide seed moneys for startup with the expectation 
and intention that the successfiil project will garner 
more stable and long-term resources (87). As shown 
in table 15-14, 26 percent of the 1988-89 operating 
budgets of 79 SLHCs surveyed by CPO was derived 
fro^ foundation grants; the percentage was lower 
than it had been in previous years, when foundation 
support accounted for as much as 41 percent of 
SLHC budgets (55,56). A significant percentage of 
foundation support for SLHCs comes from the 
Robert Wood Johnson Foundation's School-Based 
Adolescent Health Care Program, whose funding 
will end in 1 993, It is not clear whether other moneys 
will be available to compensate. Continued changes 
in funding may create problems for SLHCs, because 
changes in grants sometimes necessitate changes in 
program content that are diiruptive to program 
operations and confusing to students 

While the share of SLHC funding from founda- 
tions has been declining in recent years, the share of 
State funding of SLHCs has recently incrrased 
dramatically (see table 15-14). The increased share 
of State funding reflects a number of State initiatives 
supporting SLHCs (see box 15-E). In 1985*86, State 
health departments contributed 16 percent of funds 
for the operating budgets of SLHCs surveyed by 
CPO and city/county governments contributed vir- 
tually nothing; in 1988-89, State health departments 
contributed 28 percent of funds for surveyed SLHCs' 
operating budgets and city/county governments 
contributed 19 percent (55,117).^' School systems 
often provide in-kind contributions of space, utili- 



^Community health centers provide health services to residents of low-income and rural commtioities or oeighborfaoods which have been designated 
medically underservcd areas (87). The center provide primary health services, including prcvcative, medical^ dental, aivl mental health scrvicei!. Public 
or private nonprofit oiganizaiions may mccivt g* 4nts to establish a community health center. A network of SLHCs has been established by a community 
health center in at least one State (87). 
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Table 15*14— Funding Sources for On-Sita School-Linked Health Centers Responding 
to the Center for Population Options' Surveys, i 985-86 to igaa-Sg* 

Ptfrcemape of total operating b udget 

1985*86 1986-87 1987-88 1988-89 

Funding source ^ (N-61) (N - 45) (N - 92) (N - 79) 

PubUc sources 

MaternaJ and child health block grants'* 27% 14% 16% 1 1%^ 

EPSD"P , 14 2 2 2 

Other Medicaid 2 2 3 

TltfeX<^ 3 NA 0.4 ^ 

71tteXX» 2 1 _ <1 

School district ^ _ 3 2 

Community health center 2 NA 6 4 

State health department 16 19 19 28 

City/county _ 19 ^5 

Other pcbiic _ 2 

Total pubWc support 64% 57% ^66^4% ~70% 

Private sources 

Foundation grants 3 1 % 4 1 % 3 1 % 26% 

Private health insurance — 0.1 0.1 2 

Patient fees 2 0^4 0*3 <1 

Other private' 3 2 2 NA 

Total private support 367o 43,5% 33,4% 29% 

TotBi furtdlng 

Estimated total funding (all centers) NA $9,200,000 NA $11 .362 000 

Average operating budget NA $ 120.991 NA $ 'l43*827 

Range In operating budget NA $10,000 to $414,900 NA NA* 

NA - Not available. _ _ — 

*pata presented In this table are drawn from sun^ys at on-site SLHCs (i.e., »chool-6a3«y clinics) conducted by the Center for Population Option* (CPO) 
^Maternal and child health block grants, authorized by Title V of the Social Security Act. are intended to reduce infant mortality, reduce the Incidence of 
preventable disease and handicapping conditions among children, And increase the availability of prenatal, delivery and postpartum care to low-income 
mothers. In fiscal year 1988. the U.S. Department of Health and Human Services' Bureau of Maternal and Child Health distributed $444.3 million to States 
as maternal and child health block grants. Twenty-three centers received a portion of this funding in grants ranging from $8,260 to $1 35,727, and totalinq 
more than $1 .3 million. Similar data for earlier years are not available. 
^EPSDT is Medicaid's Earfy and Periodic Screening. Diagnosis, and Treatment program. 

«»Tltle X of the Public Health Servtee Act isa Federal program administered by the U.S. Department of Health and hkiman Services. It provWes Federal funds 
for public or private nonprofit entities that offer family planning services. The fiscal year 1990 appropriation was $141 million. 

•Title XX of the Public Health Servtee Act isa Federal program administived by the U S. Department of Health and Human Servioas, H provides Federal funds 
for demonstration projects to encourage adolescents to postpone sexual activity and demonstratten projects that provkle comprehensive health and aodal 
services for pregnant or parenting adoiesoents. Annual authorizattens were $9.5 millton through 1992. 

Mhis indudos donations from private corporations und nonprofit organizations. 

SOURCE: 1985-86 and 1987-88 data: Center for Population Options. "SBCs: Update 1989," Clinic Nbws 5 (4):7. Wa»hington. DC, 1989. 

1986-87 data: S. Lovk* and R. Stem, "School-Based aintes: 1988 Updhate" (Washington, DC: Center for Population Options 1988) 

1988.^9 data: H. Hyche-Williams and C. Waszak, "School-Based Clinics: Update 1990" (Washington. DC: Center for Population Options, 1990). 

ties, and maintenance, but they seldom have suffi- decreased (see table 15-14).<^ In the 1988-89 school 

cient financial resources to provide substantial fiscal year, 1 1 percent of SLHCs' operating budgets were 

support. In 1988-89, local school districts provided supported by Federal maternal and chUd health 

2 percent of the op^^^ budgets of SLHCs block grants, a drop from 27 percent inl985-86.<^» ^2 

surveyed by CPO (117). ti,^ loog qo i i ^ t_ 

^ ^ The 1988-89 share of Federal support provided by 

As local funding and the number of SLHCs have Medicaid*s Early and Periodic Screening, Diagno- 

increased, the relative shai« of Federal support has sis, and Treatment (EPSDT) program, other Mcd- 



Available dau make it difficult to detennine whether the overall level of Fcdeisl finding has changed. The majority of Federal dollars for SLHCs 
has come thiough maternal and child health block grants. Complete data on bow these block grants are allocated is not available. 

*»Twcnty-thrce of eighty-one SLHCs responding to a 1989 CPO survey reported nscciviug maternal and child health block grant funds that year these 
ranged from $8,260 to $135,727 and totaled $1,338,419 (296). 

^^Fcdcral maternal and child health block grants were consolidated under Title V of the Socia! Security Act in 1 98 1 and can be used to provide services 
to a wider range of individuals than Medicaid because of more generous eligibility niles (87). Another advantage of maienaal and child health grants 
i*; that SLHCs can use existing TiUc V personnel in pubUc health departments as staff if the health department is wiUing to use the SLHC as one of its 
sites (87). 
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Box l5-E~State Initiatives in School-Linked Health ( are 

A number of Stales have implemented imliaiives in comprehensive school-linked health care. Although privately 
funded sch(K)Minked health centers (SLHCs) have existed for some time, State effons to authoriye and approp>riaie funds 
for SLHCs are fairly recent. At least nine States, five of wluch are described below, have begun to establish programs or 
demonstration projects in school-linked health oare.^ 

Neu Jersey 

In 1987. the New Jersey Slate Depamneni of Health Serv ices provided 29 grants to public and nonprofit organi/anons 
to establish SI.HCs in IcKal communities as part of its School-Based Youth Services Program (SBYSP). Punding for New 
Jersey s SB YSP comes from a $6.5 million set^asidc in the State budget. Grants of $250,(KK) ar.- awarded to school distncts 
that formulate plans for SLHCs. Participating communities must be willing to provide 25 percent of the cost incurred by 
the center either through direct funding or the use of community facilities (270). The SB YSP requires liiai the SLHCs offer 
certain core services^ including job training and employment services, health screening and referrals, and mental health 
and family counsehng serv ices, Depending on the community's needs, some centers provide additional servicers, such as 
programs for adolescent drop<3uis, classes m parennng skills for adolescent parents, child care, transportation, nutntion 
counseling, and a 24-hour crisis hot line. The SBYSP emphasizes coordination among parents, communities, and schools 
in the provision ot adolescent health-related services (270). In addition, the program enc<^'ir?£res the involvement of 
students in assessing the needs of adolescents, in order to help identify and address the ma-iV nrobleins facing ad<Wescenis 
(63) 

Kentucky 

Kentucky's iniiialive in SLHCa is modeled on New Jerscy^s approach of providing comprehensive ser\'iccs. 
Kentucky established a task force in 199<) to detenninc the spec ific guidelines for their $9.5-mi!lion program to fund 1 25 
to 1 50 youth and family resource centers. State officuds plan to implement the program in July i 991 . Only sch(K>l districts 
in which at leitsi 20 [percent of the student Unly is eligible lor the l^ederal Schwl Lunch iVograin can panicipate. B;ich 
rU^blc district will receive between S30.(XK) to S90.(K)() lo estabUsh a center and mav subcontract with outside 
oiiKinizations (90), 

Iowa 

Iowa began a pilot demonstration in September ] 990 that estabUshed four SLHCs, which are also modeled idter New 
Jersey's SBYSP. Iowa's program, established by Stale legislation, is funded entirely by private fecundations and is 
coordinated by the Child and family Policy C\Miter. a nonprofit orgimizaiion. -^Hie State may consider Icgislauon that 
auihori/es funding for the SLHCs, after evaluaiing the current program (r/). 

Florida 

In Floridii, the State Depiinment of Health and Rehabilitative Sendees and State Depanment of I^ducation are jointly 
c(X)rdinanng a program designed to supplement current school health services. Initial funding for the program is $2.9 
million for fiscal yeiir 1 99 1 and $9.6 million per annum ihere^ifter, Honda's program offers grants to l<Kal schcK)] districts 
and county public health organizations to develop programs based on one of the following four mcxlels: a school health 
improvement project which provides expanded heidth screening ser\'ices and coordinates health services with parents and 
the community, student support serx^ices teams consisting of a psychologist, sck ial worker, and nurse to provide mental 
health services, alcohol and drug abuse counseling, care for sexually transmined diseases, and pregnancy consuaation to 
serve the local elementary, middle, and high schools; /w// .vm7(r schools prognuns that will allow the Stale Department 
of Human Services to provide health, economic, and scxial services to both adolescents and parents on school grounds; 
and locally designed programs that are designed t > meet the sp^ccific needs of a community (94), 

Neu York 

New York Slate's Depanment of Health, m cooperation with the State Depanments of Education and Social Services, 
has conducted School Heidth Demonsnaiion Programs since 1982 and currently funds 1 15 elementary, middle, and high 
school clinics (81 The proj^ram targets low-income and high-risk youth and provides primary care, prevemive care and 
health education for students and parents (304 The Departments of Education and Social Services also fund a Community 
Schools Project ai 10 demonstration schools, lliese schools are required to be open at night, weekends, and during the 
summer, and offer a broad range of social, medical, recreationiil. and other human services (81 ). 

' n»e nine Suics Ajc New Jersey. Kentucky. Iowa. HontU, New Ytvrk, CoimcxtKut. lllino,,^, Micln^^n. and Oiewon 
SOl^RCF: Office of Tcxhru^logy AsscssmenT. 



111-50 • Adolescent Health— Volume III: Crosscutting Issues in the Delivery of Health and Related Ser/ices 



icaid funds, Title X of the Public Health Service Act, 
and Title XX of the Public Health Service Act was 
6 percent, a drop from 19 percent in 1985-86.*^ ^ 

Medicaid and Private Health Insurance — ^To 
date, reimbursement from Medicaid or private 
health insurers has played a very limited role in the 
financing of SLHCs. In fact, five States (Arkansas, 
the District of Columbia, Flonda, Utah, and Wiscon- 
sin) explicitly prohibit Medicaid reimbursement for 
physician services provided in school settings (178). 
At least one State (Colorado) has a Physician-On- 
Site Rule, which requires that a physician be on the 
premises at the time a service is provided for it to be 
ehgible for Medicaid reimbursement (273). Such 
regulations preclude Medicaid coverage of most 
SLHC services because SLHCs typically rely on 
nonphysician providers (with part-time physician 
supervision) to minimize cost. 

Half of the SLHCs surveyed by Palfrey et al. 
reported efforts to collect Medicaid payments in 
1990 and one-third tried to collect private insurance 
(211). But CPO reported that Medicaid and private 
health insurance together covered only approxi- 
mately 7 percent of the 1988-89 costs of SLHCs that 
it surveyed (117). There is no infomiation available 
on how well Medicaid or private health insurance 
payments reimburse the actual cost of covered 
services (including the administrative costs related 
to billing). 

The principal obstacles to collecting third-party 
revenues cited by SLHCs are that students do not 
know their family's insurance status, costs and 
paperwork are involved in billing Medicaid and 
private insurance, payment for services is sometimes 
refused by third parties, and providers are concerned 
about breaching confidentiahty (87,211). Further- 
more, many smdents in schools with health centers 
are not eligible for third-party coverage because they 
are uninsured (143,156,184).*^^ Many low-income 



students with private health insurance coverage 
belong to HMOs, which by design usually refuse 
coverage for nonemergency services provided out- 
side the health plan (21 1,273). 

Many SLHC programs cite signWicant adminis- 
trative obstacles in trying to become Medicaid 
providers (211). Palfrey's survey found that SLHCs 
operated by community agencies with billing exper- 
tise are the most likely to try to collect Medicaid and 
private insurance reimbursement (211). Several of 
the surveyed centers had a Medicaid eligibihty 
worker on-site to facilitate eligibility (especially for 
pregnant students) (211). School-sponsored centers 
responding to Palfrey's survey did not bill Medicaid 
or private health insurance at all, perhaps because 
they lacked the necessary administrative systems 
and experience (211). 

It is not clear how much incentive grant-supported 
SLHCs have had to pursue third-party financing; 
only half of centers surveyed by Palfrey (52 percent) 
even attempted to identify their students' Medicaid 
status in 1990 (211). The Denver school-based 
clinics studied the in^lications of billing third 
parties and found that it would cost more to bill for 
services than would be captured through available 
third-party sources (273). Some adolescents are 
particularly sensitive to questions asked about eligi- 
bility for health coverage and may turn away from 
available services rather than respond (101). And, 
there may be reason to question the wisdom of 
relying on third-party payment in a model of 
adolescent health care designed with several critical 
goals in mind: easy access, an atmosphere of trust 
and confidentiality, and low adjiiinistrative over- 
head ( 10 1 ,2 1 1 ). Third-party billing could undermine 
these goals 

Parental and Community Attitudes Toward 
SLHCs — Nearly 90 percent of SLHCs responding to 
CPO's survey in 1990 required parental consent 



^TiUc X of Uic Public HcJth S«t\ ice Act was established by the Family PJanning Services and Population Research Act of 1978 Title X provides 
Federal funds for public or private nonprofit entitles that offer family planmng services. The Title X program is administered by the U.S, Department 
of Health and Human Services. The Title X family planning clinics are required to seive adolescents (87). For further dlscussloru see ch. 10, * 'Ptrgntticy 

and Panting: Prevention and Scrv-iccs/* in Vol. n. 

**TifJc XX of the Public Health Service Act was established by the Adolescent Family Life Act of 1981. Title XX provides Fedcrul funds for 
demonstration projects to encourage adolescents to postpone sexual activity and demonstration projects to provide comprehensive services for prcgaimx 
and pareotmg adolescents. For further discussion, see clt 10, "Pregnancy and Parenting: Prevention and Services/* in Vol. H. 

*^Seech. 16, ''Financial Access to Health Services. '* in this volume for further discussion of adolescents without Medicaid orpnvarc healtli iaTurance. 

^For example, some State Medicaid programs sctKl each Medicaid recipient family a monthly itemized list of the services dbat family members have 
received (87). Most private insurers send subscribers an explanation of benefits for every reimbursed service. 

^''Seech. 16. "Fmancial Access to Health Services/' and ch, 17. ^Consent and Confidentiality in Adolescent Health Car» Decisionmaking/* in this 
volume. 
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before students could use their services (117), 
although many surveyed clinics offered emergency 
services (57 percent), family planning (43 percent), 
and treatment for sexually transmitted diseases (47 
percent) without parental consent if the law permits 
(117). Overall about half of paients gave permission 
for their adolescents to receive serv ices from SLHCs 
responding to the CPO survey in 1987-88 (168); 
schools whose centers have been established for at 
least 1 year tend to have higher enrollment rates (56). 

The issue that has engendered ^he most intense 
parental and community concern about SLHCs is 
how the centers manage issues of sexuality and 
reproductive health. A great deal of media attention 
has been directed towards SLHCs because of their 
family planning services (81). Considerable contro- 
versy has occurred in some communities during the 
planning and early implementation phases of SLHCs, 
and experience shows that successful SLHCs closely 
involve community representatives (184). Most 
SLHCs have advisory boards that include parents, 
members from local health departments, private 
sector physicians, church organizations, and youth 
service organizations (184) 

Opp/osition to the establishment of local b ^Cs 
usually focuses on pregnancy prevention activates 
and the fears that such activities will lead to 
increased sexual activity among students. The Na- 
tional Conference of Catholic Bishops, for example, 
ify opf>osed to SLHCs that distribute contraception or 
provide abortion services on the grounds that such 
SLHCs are both: 1) morally objectionable'' be- 
cause, in the view of the Bishops, they encourage 
premarital sex. and 2) *'open to question even on 
practical [i.e.. effectiveness] grounds*' (193). How- 
ever, the National Conference statement on SLHCs 
recognized that the basic healtli care needs of young 
people are not being adequately addressed and 
suggested that SLHCs ''that clearly separate them- 
selves from the agenda of contraceptive advwaies 
may provide part of an effective response to the 
health needs of young people" (193).*^^ 



Concem that SLHCs have the effect of increasing 
sexual activity or abortions among adolescents is not 
bome out by existing research (131,143,194,316). 
More research has been conducted on the issue of 
whether the presence of SLHCs increases sexual 
activity rates among adolescents than on whether 
abortions are encouraged (e.g., 143,316). 

Physician Attitudes Toward SLHCs—Organi- 
zations of 1 "alth care professionals can have consid- 
erable impact on any attempts to modify existing 
health care dehvery systems; thus, the attitudes of 
physicians and other health care professionals to- 
ward SLHCs may be important. OTA is aware of six 
pubhshed sources of information about health care 
professionals* attitudes toward SLHCs, These in- 
clude a survey of pediatricians (8) and the positions 
of five physician groups (7,8,17,21,259). 

Pediatricians appear divided in their attitudes 
towards SLHCs. In 1987, the American Academy of 
Pediatrics includexi questions about SLHCs in its 
national survey of a random sample of its member- 
ship and found that pediatricians* opinions were 
roughly equally divided between those supporting 
the concept, those who were neutral, and those 
expressing negative attitudes (8), Those holding 
negative opinions cited concerns over dismption of 
continuity of care, lack of cost-effectiveness relative 
to office-based care, dupbcation of existmg services, 
and inappropriateness for adolescents with other 
sources of heaJth care. Nonetheless, almost 60 
percent of the siuveyed pediatricians believed that 
SLHCs should dispense contraceptives to adoles- 
cents, and slig)itly more tlian half thought tiiat 
parental consent should not be required for dis- 
pensing contraceptives. Overall, the survey found 
that pediatricians specializuig in adolescent medi- 
cine and pediatricians who did not provide direct 
patient care held more positive attitudes towards 
SLHCs than did other pediatricians (8). What 
proportion of the pediatricians participating in the 
survey actually practiced in communities with an 



'^A sysJcGMitiC cffoil tlial aueuiptc^ io obuiiii mfortncd citizen opmjoo on flic issue of SUiCs wh5 conducted by the JcfTcrson Center for New 
Democrabc Processes at the request of the Sutc of Mamcsou Senate HeaJth «md Humftn Services Commiace ( 1 26). The Jefferson Center convened eight 
groups ac the local level, repfcseotativcs of which went on to debate at the statewide level. All groups were presented with testimony from opponents 
and proponents of SLHCs, Of the eight local groups, one voted in opposition to clinics, three voted for alternatives, and four voted in favor, individuals 
at the local level were more likely to be split on the issue of SUiCs, however, with 43 percent supporting clinics. 7 percent opposing, and 50 percent 
supporting alternatives. >lowcver. when citizens were scle<:ted to go to the statewide meeting, they were selected to bii representative of opposing views, 
llius, it is not surprising that citizens participating at the State level voted 1 3 to 11 to favor SI-HC$ at a modest level (i.e., in support of SLHCs that did 
not distribute contraceptives or provide abortion counseUng), with 1 1 members opposing any introduction of SLHCs (126). However, this decision 
should be considered cautiously, because, from the outset, citizens were asked to consider the usefulness of SLHCs m preventing ' *tccn pregnancy. AIDS, 
and other sexually transmjtted diseases * (126). not as a means of providing basic health services to adolescents. 
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SLHC or had had personal experience with an SLHC 
is rot clear. 

Community physicians are commonly thought to 
oppose SLHCs because the clinics are viewed as 
competitors for patients (259). In fact, however, 
community physicians may not lose patient visits to 
SLHCs; there is some evidence that many adoles- 
cents aie unwilling to visit their private physician for 
concerns about sexuality, substance abuse, or emo- 
tional upset and also would not be willing to seek 
care for these problems with their parents' knowl- 
edge (175). in addition, most SLHCs established to 
date have been located in medically under served 
communities, and many of the adolescents who use 
SLHCs lack private health insurance or Medicaid 
coverage (143,156,184). Also, SLHC health screen- 
ing may idexiiify patients with health problems that 
require referral to a physician for more detailed 
assessment or continuing management (203). Most 
surveyed SLHCs refer students to community health 
care (90 percent) and to private physicians (85 
percent) for further care (1 17), Findings from one 
evaluation of a school health demonstration project 
suggest that nurse practitioners working within 
SLHCs can establish successful referral relation- 
ships with community physicians (180,203). 

Five physician groups have published positions 
relative lo SLHCs: the American Academy of 
Family f^hysicians, the American Medic;iJ Associa- 
tion (AMA), The Society for Adolescent Medicine 
(SAM),the American Academy of Pediatrics (AAP), 
and the American College of Obstetricians and 
Gynecologists, In general, these positions can be 
characterized as partially supportive of SLHCs but 
more supportive of providing access to care through 
an individual office-based physician, who is seen as 
beUer able to provide continuous, comprehensive 
care. 

The American Academy of Family Physicians 
*\supports the selective implementation of school- 
based health clinic programs only in areas where the 
health care needs of the school age population are 
not being met'* and urges that all clinics be staffed 
by family physicians (7). The academy also notes, 
however, that because of issues of confidentiality, 
consent, and comphance, adolescents may derive 
special benefits from access to care th^-ough school- 
based health clinics. 

In 1987, the A MA adopted a resolution to study 
the efficacy of school-based health clinics, cUid its 



Council on Scientific Affairs later reported that 
school-based health programs ' 'constitute a promis- 
ing avenue for providing healtli services to adoles- 
cents, particularly in medically underserved areas'' 
and **such programs hold sufficient promise to 
warrant careful evaluation" (22). Still, the associa- 
tion believes that ideally every child should have a 
''medical home'' for continuing and comprehensive 
health care provided by a private physician, but 
recognizes that alternatives need to be explored 
when Uiis is not possible. 

In a statement similar to those of the American 
Academy of Family Physicians and the AMA, the 
AAP supported the selective implementation of 
SLHCs '*m aieas where the health care needs of the 
school-age population are not being met'' (8). Much 
as the AMA did, the AAP preferred providing access 
to high quahty health care services in a 'medical 
home* where care could be provided in a continuous 
and comprehensive fashion'* (8). In this respect, the 
AAP noted that there are limits to the scope of 
services provided by [SLHCs]" and that ''questions 
regarding the efficacy of [SLHCs] remain unre- 
solved'' (8). 

The AAP also believes SLHC services should be 
supervised by a physician, but according to the AAP, 
pediatricians are preferred as supervisors of SLHC 
services, Interestmgly, the AAP endorsed the exten- 
sion of SLHC services to preadolescent children, 
because * * the roots of adolescent health problems are 
found in increasingly younger school-aged chil- 
dren*' (8). 

The American College of Obsteu-icians and Gyne- 
cologists does not have a policy statement on SLHCs 
per se, but, in 1987, it endorsed the development of 
**programs, including those located in schools, to 
provide reproductive health services in areas where 
such services are not available lo adolescents and 
where they have the support and input of parents and 
communities'' (17). 

SAM endorses SLHCs as a model of care with the 
potential to address the unmet health needs of 
adolescents and acknowledges the need for evalua- 
tion of the effectiveness of SLHC programs (259). 

Kvaluations of SLHCs — What is a successful 
outcome for a SLHC? Measuring success is not easy 
given the wide range of ambitious goals often hoped 
for by advocates of SLHCs, which include improv- 
ing adolescents' access to a broad range of needed 
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health care services; preventing pregnancy and 
sexually transmitted dise^^ses a:nong adolescents; 
reducing or eliminating substance abuse among 
adolescents; and reducing violence, chronic schcx>l 
absenteeism, academic failure, and school dropout 
among adolescents. In general, systematic evidence 
of the ability of SLHCs to improve health outcomes 
is not available, although this lack of infonnation is 
not unique to SLHCs.'^'^ 

Only two fairly rigorous evaluations of SLHCs 
have been conducted (143,316). The first was 
conducted to evaluate the impact on adolescent 
pregnancy of an SLHC in Baltimore, iMaryland 
(316)7^ This evaluation, by Zabin et al,, demon* 
strated a 30'percent drop in the pregnancy rate at the 
end of 3 years for sexually active adolescent lemales 
in the schools involved in the program; dunng the 
same time period, conceptions among adolescent 
females in the comparison schoc^ls increased 57 
percent. Males and females at the schools that 
received classroom-based sex education and that 
were linked to the clime demonstrated significant 
gains in sexual and contraceptive knowledge in 
comparison with a matched sample of students from 
similar urban Baltimore schools. Zabin et al. found 
that the SLHC was able to get participation among 
the male adolescents in the schools, particularly in 
mfomial group discussions and individual meetings 
with social workers who provided information on 
and distributed contraceptive devices (315). Another 
finding was that students exposed to the SLHC 
program increased their use of contraceptives and 
were more likely than students in companson 
schools to visit the clinic for contraceptive counsel- 
ing before initiating intercourse or m the first few 
months after initiating sexual activity. The.se results 
were strongest for those students who were exposed 
to the program for 2 years or more. The success of 
the program in tenns of pregnancy prevention was 
attjibuted largely to the program's intensive focus 
on this goal. In addition, even though the SLHC was 
not on school grounds, it was nearby, and clinic stiiff 
worked with schools, providing health educa- 



tion. The fact that the clinic was off-campus, and 
thus operated after school hours, was thought by 
s<^me to be an advantage. 

The second fairly rigorous evaluation of SLHCs 
IS a CPO evaluation of six on-site SLHCs by Kirby, 
Waszak, and Ziegler (143), In comparison to early 
evaluations of SLHCs, which focused on the out- 
comes of delaying sexual activity and pregnancy, 
this evaluation compared a range of health outcomes 
for students in schools having SLHCs physically 
located in the schools with health outcomes for 
smdents in sociodemographically similar compari- 
son sc KX)ls in the same communities (four schools) 
or witii baseline data (two schools). It is important to 
note that, for die most part, the Kirby et al. study 
assessed outcomes for the entire student body in 
botli SLHC and non-SLHC schools, not just for 
clinic users. Although this approach was method- 
ologically necessary in this case,^^ and fair in the 
sense that SLHCs are intende<i to affect the health of 
the entire student body, it does place a large burden 
on the SLHC Fchwls m terms of demonstrating 
effectiveness. Other methodological approaches taken 
in this study that could have affected the outcome 
measures were basing almost all of the health 
outcome data on student selfrepons, and using 
samples that, although quite large, were not suffi- 
ciently large to detect small changes or changes in 
infrequently occurring outcomes such as pregnancy. 

In general, Kirby et al. found, the SLHC schools 
varied considerably m the extent to which tliey had 
an impact on sexual activity, contraceptive use, and 
the other risk-taking behaviors that were assessed 
(school absenteeism, iilcohol consumption, and smok- 
ing) (143), On the positive side, students in tlie 
SLHC schools were not more likely to report being 
sexually active than their peers in the comparison 
schools. In two of the SLHC sites, students initiated 
sex at older ages (an average of 8 months later) than 
students in companson schools; in the other SLHC 
sites, there were no differences between SLHC and 



^^A lon^-tcrm evaluation of the Hohm WooH John<on 
designed to Identify the health imd health-rclated outcomes of the SLHCs supported by the foundation (230), In addition, DHHS' Centers for r>iscasc 
Control (within PHS) is funding an evaJuauon of the ability of SLHCs to prevent adolescent pregnancy (290a) 

^Sec ch. 10, - Pregnancy and Parenting;: PrcveniioD and Services. * in Vol, H. for a more complete dcscnption of this evaluation. 

'•Compansoas between cUnic users and nonu5crs in icrms of climc impact have the disadvantage of possible selection bias due to the different 
chara^^icnsiKS and motivations of siudents who choose to use the clinic and those who do nou and it was no? possible to randomly ajjsign studeim to 
use or not use the SLHC (143) h should also be noted that .schools are not randomly chosen to have SlJlCs or not. Companion schools were chosen 
on the basis of physical closaie5JS to the SUiC s.:h<x>ls and relevant soc i^^dcmographu: characimstJcs. Tlius, although liiis evaluation was carefully done 
tn a relative sease. it has some mctbodologjcal flaws. 
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non-SLHC schools; and in one community, data 
were not available to enable a comparison. 

Students in two of the SLHC schools — schools in 
which the health center s .if provided aggressive 
outreach for contraceptive education within the 
school — ^had higher rates of contraceptive use than 
students in the comparison groups did7" In three 
SLHC sites in which contraceptives were dispensed, 
however, studei iS did not report higher rates of 
contraceptive use. According to Kirby et al., these 
findings suggest that the mere accessibility of 
contraception may not be sufficient to increase 
adohscents' contraceptive use. In the three SLHC 
schools in which clinic users were compared with 
nonusers, however, contraceptive use was higher 
among the clinic users, and, overall, from 44 to 90 
percent of the pregnancies that occurred were to 
students who never had attended the clinic. None of 
the SLHC programs reviewed was able to demon- 
strate a significant impact on self-reported preg- 
nancy rates^^ or birth rates^"* (143). 

Kirby et al.'s findings with regard to other 
risk-taking behaviors similarly varied by school: 

• Absenteeism — Relative to absenteeism due to 
illness in comparison schools in the same 
communities the SLHC scho<^ls or baseline 
data, as relevant, there was less absentr^eism 
due to illness in two SLHC schools, more 
absenteeism in one SLHC school, and no 
difference in absenteeism in three SLHC 
schools. There were no differences in number 
of days skipped (nonexcused absences) be- 
tween any of the SLHC schools and the 
comparison schools. 

• Cigarette Smoking — Relative to cigarette snK)k- 
ing in comparison schools in the same commu- 
nities as the SLHC schools or baseline data, as 
relevant, there was less frequent smoking at one 
SLHC site (where students at the SLHC school 
underN^ent a psychosocial assessment at their 
first clinic visit designed to identify students 
who engaged in risk-taking behaviors and 
might therefore need counseling) and no differ- 
ence in the frequency of smoking at the three 



other SLHC sites where cigarette smoking was 
measured as m indicator of effectiveness. 

• Alcohol Consumption — Relative to alcohol 
consumption in comparison schools in the 
same communities as tlie SLHC schools or 
baseline data, as relevant, there was signifi- 
cantly lower alcohol consumption at three of 
four SLHC sites where alcohol consumption 
was measured; differences were primarily in 
the * 'never or rarely consumed'' categories* 

• Illegal Drug Use — Relative to illegal drug use 
in comparison schools in the same communi- 
ties as (tiC SLHC schools or baseline data, as 
relevant, there were no differences in illegal 
drug use at the two SLHC sites where questions 
about illegal drug use were asked. 

Kirby et al. also attempted to measure the impact 
of SLHCs on students' utdization of medical care 
(143). Only the SLHC that employed a fulLtime 
physician and arranged for all students to receive an 
examination when they first entered the school had 
an impact on the likelihood of students' having seen 
a doctor recently: 72 percent of students in the SLHC 
school, but only 61 percent of the students in the 
comparison school, had seen a doctor within the 
previous 12 months. The percentage of students who 
had received a physical examination, a blood test, 
and a urine test within the last 2 years, or who had 
seen a dentist recently, also was higher in the SLHC 
school than in the comparison school. According to 
Kirby et al., these fmdings suggest that **clinics that 
have a large staff, offer a wide array of services, and 
make a concerted effort to bring students into the 
clinic would have greater impact on students* receipt 
of health care than clinic^ that do not meet these 
conditions'' (143). There were no differences in any 
SLHC schools in students' receipt of care in 
hospitals or emergency facilities. 

Many of the adolescents who use SLHC services 
are those who have no other source of care, and 
adolescents who use the centers typically use them 
for typical urgent care for illness and injuries and for 
services otherwise unavailable without high levels 
of income, generous insurance policies, or breaches 



"^^Somc of ihe changes attributed to one schoors program may have resulted from the mieiLSJve education about acquired immmodefK'icncy .'iyiidrome 
(AIDS) that was occumiig concurrently (143) 

"^^Thcsc data were at the school level, not just for clinic users compared with nonusers 

''^Birth rates were measiired in two sites only 

^^Kirby et al. ^gge$t that it naay not be vahd to measure illegal drug use dirough self- reports (143) 
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of confidentiality (e.g., nient;il health counseling, 
reproductive health caie) (1 17J43J56). 

Quality of Care in SLHCs— OTA is not aware 
of any study examining the quality of care provided 
in SLHC settings. It is not yet known how weil 
patients are followed or if centers are appropriately 
linked lo cominunity health care providers (184). 

One indication of quality of care is patient 
satisfaction (275). Although little is known system- 
atically about students' satisfaction with SLHCs. 
anecdotal evidence suggests that adolescents who 
use the ser\qces are often very satisfied v/ith them 
In addition, Kirby et al.'s evaluation of six on-site 
SLHCs found that adolescents used and were 
satisfied with the services for many of the rea^sons 
such services have been provided on or near school 
grounds. Kirby et al. found that the three reasons for 
using the SLHC most often cited were: 1) the clinic 
was part of the school and users felt they could trust 
it, 2) the clinic was easy to get to, and 3) the staff was 
canng (143). Students who cited one of these 
reasons used the SLHC more frequently and for a 
greater variety of services than students who did not 
cue these reasons ( 143). Kirby et al, found that the 
longer students had been m a school, the more likely 
they were to have used the SLHC (143). Most (43 to 
87 percent) of the students who did not use the 
SLHC cited lack of need. Some of these students 
(8 to 21 percent) said they did not feel comfonable 
at the clinic, and others (0 to 12 percent) were 
concerned aK^ui confidentiahty. In generaJ, how- 
ever, linle IS known about the differences betwee»i 
adolescents who use SLHCs <md tfiose who do not, 
and obtaining such information is key to understand- 
ing how well SLHCs .serve adolescents in need 
(184), 

Limitations of SUK^^^^ITie SLHC model for 
the delivery of care to adolescents has several 
important hmitations. Some communities are resis- 
tant to any model of care that confronts the issue of 
adolescent sexuality (154). Despite evidence that 
there have been no incT^eases in adolescents' sexual 
activity or pregnancy rates after the opening of im 
SLHC, comnuiiiity aiid poieuis' concerns thai SLHCs 

'^The Whire House has acknowledged ilmi school clinics could reduce adolescent pregnancy rales and the number of smgle-pajtm families but was 
reported to have rejected a proposal by an interagency group lo fuiKl school ciinjcs because the pmposaJ would be setn as promoting promiscuity" 
and ''may cause political problems among group?; ihat arc oppo5;<:d lo birth control" (2U). 

^Sec ch. 4, "Sch(X)ls and Di.scrciionaiy Time, in Vol H 

*^*K.i.rby et aj noted that some StifCs had already implciDCtUcd the suggested recommendations TTius, noi all deficiencies are chariic tens tic of al) 
SLHCs. 



w 11 encourage adolescents to engage in sexual 
activity have been able to halt or delay the introduc- 
tion md funding of programs on both the local and 
Fexieral level7^ Shortages of adequately traiiied 
providers, especially bilingual/biculturaJ nurse prac- 
titioners and mental health professionals, are also a 
significant obstacle to the large-scale implementa- 
tion of SLHC programs (154). 

Even with mandatory school attendance laws, 
many U.S. adolescents — especially those at high 
risk for bad health outcomes—drop out of school by 
t'le 10th grade (154). Nationwide, 27 percent of 
American students drop out of school before high 
school graduation; twice as many drop out from 
schools located in poor, urban areasT^ Thus, if 
SLHC programs were widely implemented but 
limited to adolescents attending school, many ado- 
lescents would not be reached. 

Another limitation of SLHCs is that most SLHCs 
operate only d ng or around school hours, thus 
precluding access to care on weekends, holidays, 
and summer vacations. Although it could be im- 
proved, however, this feature does not make SLHCs 
much different from many private, office-based 
physicians' priictices. 

Finally, it should be noted that not all SLHCs are 
able to estabhsh reliable referral ties to community 
hospitals and other local health care providers ( 1 54). 

Foilowmg their multiyear, in-depth evaluation of 
six SLHCs in cities throughout the Nation, Kirby et 
al identified several specific limitations of SLHCs 
and suggested that SLHCs could take a number of 
steps to enhance their effectiveness in preventing 
pregnancies and reducing students' risk-taking be- 
havior in other areas (143).-'^ 

• Finding that SLHCs * 'generally do a good job 
of treating and counseling students who seek 
their services, but they rarely have aggressive 
programs to identify risk- taking teens who are 
not motivated to come to the [SLHC]," Kirby 
et al. suggested that SLHCs identify and target 
students engaged in risk-taking behaviors. To 
improve the identification and targeting of such 
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students, SLHCs could schedule routine physi- 
ciil exaiTiinations for all mcoming students, 
administer psychoscKial assessments, and urge 
teachers and other personnel Ic refer risk-taking 
adolescents to them, 

• Finding tliat **most students use SLHCs infre- 
quently/' Kirby et al. suggested thai SLHCs 
conduct more outreach in the sch 'Is (e.g., by 
participating in a comprehend e sexuality 
education program, [^lacing po *rs about the 
center ^nd health-related topics throughout the 
school, writing a regular column in the school 
newspaper, and making presentations at scht.x)l 
assemblies). 

• In another recominendation aimed at incre ising 
students' access to health services and infor* na- 
tion, Kirby et al. recommended that SLHCs 
offer group sessions facilitated hy trained 

- clinic staff to provide students with more 
opportunities to resolve difficult personal di- 
lemmas about sex and other risk-taking behav- 
iors, Al the SiUTie time, such sessions would 
help students become familiar with cHnic staff. 

• Finding that ''students were far more likely to 
use a [SLHCj for reproductive health care if the 
clinic prescribed or dispensed contraceptives as 
well as offered counselmg about birth control 
meti>ods and pregnancy testing/' Kirby el al 
suggested that SLHCs provide comprehenstvi 
reproductive health services, 

• Findmg that '*ieens are impulsive and may not 
be willing to wait a week or longer to make 
important decisions about sex/' Kirby et al 
suggested that appointments for family plan- 
ning counseling and for birth control should he 
offered promptly, ideally on a walk in basis, 
and that climes follow up family planning 
patients more effectively in order to improve 
contraceptive continuation rates. 

• Finding that males have been much less likely 
tlian females to visit a school-based clinic for 
contraceptives, but that it is possible to increase 
the use of condoms by males, Kirby et al 
suggested that reproductive health programs 
Khntild plnrp grpnt^r empkdsis on ttujIc respon 
sihility and attempt to reach males through 



sports physicals, classroom activities, and the 
media. 

• Finding that many adolescents were not highly 
motivated to delay pregnancy, Kirby et al. 
suggested that SLHCs initiate measures to 
provide greater motivation for delaying preg- 
nancy 

• Finding that SLHCs ''cannot effectively ad- 
dress any diffu ult .social problem in isolation/' 
Ku-by et al. suggested that SLHCs develop 
communitywide programs that in volve parents ^ 
youth serving agencies, religious and other 
community leaders, and the media, 

• Finding that many adolescents are already 
sexually i^ctive by the time they enter high 
school Kirby et al. suggested that SLHC 
services and health education he delivered 
earlier (e,g., in middle and junior high 
schools). 

• Fmding that some of tlie cost-saving measures 
engaged ui by SLHCs lead to heavy staff 
turnover, reducing the contmuity of the rela- 
tionships that can be developed between the 
clinic and students, Kirby et al. suggest that 
SLHCs increase permanent staff. In order to 
implement the strategies propc^sed by Kirby et 
al. many SLHCs would also need to hire 
additional staff 

Adelman and Taylor came to somewhat similar 
conclusion:* about tlie limitations and unmet oppor- 
tunities for SLHCs in their review of the provision 
of mental health services in SLHCs (5). Adelman 
iind Taylor are the recipients of a Robert Wood 
Johnson Foundation grant to develop, implement, 
and evaluate models and networking resources for 
the mental health component of SLHCs (5), and they 
have develoi^ a guidebook (271), newsletter (e.g., 
272), clearinghouse, and other activities using the 
grant, 

Adelman and Taylor found that mental health 
services, although the most frequently requested 
services in many schools and SLHCs, are not 
comprehensive and underserve students; existing 
^%yj^,jLm^ iCiiu iOin^w tilt: uauitionaj rnouei of 
serving only those who seek care (5). The integration 



For exainpie, Kirby ei al. sugj?cstc<J thai pregnancy prevention messages be prcsenf<xJ w,(bjn the context of a life planning cumculum, whcit^ students 
arc cncouHiged to cxioid their c<luc?«tion and begin a caroer beforc hcginninj^ a f;imily. and that role models and jOb opporlunitjcs m the Qcui^mmity be 
provide*! (143), f^cgrmncy prevcnhon strategics arc discussal more fuUy in ch ]0, "Pregnancy aDd Parenting: Prevention and Scrvicr./ ' m Vol. D 

*>For cxiHiple, 'to Siive money, some cLmcs use rotating physicians from ncart)y me^itaJ school/ ' others "pay low wages and lose fuU-tunc staff 
once aiey have gamed sufficient experience to command higlier saJanes elscw'nere/' aixJ others ' reassign more c;^pencnced staff to several schools oi 
communiJy health chmcs m order to take wider advantage of ihcir skills'^ (141) ' ' 



or 
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of mental health services into the daily life of school 
has been difficult, and SLHC mental health staff 
have often tended to operate in relative isolation 
from other school programs. In Adelman*s and 
Taylor's view, better integration is necessary for the 
development of new and potentially more effective 
models for mental health intervention, such as group 
counseling and other means of early intervention. 
Adelman and Taylor see the development and 
testing of such models as a research opportunity for 
tjif mental health field. 

In conclusion, SLHCs are a relatively new and 
potentially promising way of reaching adolescents 
in need of health services. There are still ways in 
which existing SLHCs can be improved upon; 
improvements will continue to require fresh and 
creative approaches to the delivery of health care and 
the integration of clinical services with health 
promotion and education, systematic evaluation of 
these approaches, and resoujces to both implement 
and evaluate the SLHC approach. 

Other Innovations in the Delivery 
of Health Services to Adolescents 

integrated Health Services 

The previous discussion focused on various types 
of comprehensive health centers for adolescents, 
including adolescent health care clmics associated 
with hospitals, multiservice centers such as 'he 
Door, and SLHCs located in or near schools. 
Although providing comprehensive services to ado- 
lescents at a single site ('*one-stop shopping") may 
be preferred (34), it is sometimes not feasible. In 
such cases, community health delivery programs can 
strive to be integrated. 

According to an interdisciplinary study group 
convened at the 1986 conference on Health Futures 
of Adolescents, integrated programs for adolescents 
could provide comprehensive services at a single 
site and offer extensive community referral, net- 
working, tracking and followup services; conduct 
multif^oblem needs assessments of adolescents 
seeking serv^ices as wcIJ as for the larger targei 
population of adolescents; coordinate the services of 
interdisciplinary teams of health professionals; en- 
sure unrestricted eligibility for services; have a 
single, primary contact person to coordinate serv- 
ices; and rely on a single, unified record for each 
adolescent (34). 



Numerous adminis^atirC, clinical, and program- 
matic factors interfere with the dehvery^ of integrated 
services to adolescents, however (34,182) (see box 
15'F). Recommendations to promote and maintain 
integrated community health delivery for adoles- 
cents have included the following: 

• collecang and disseminating of an expanded 
information on both National and State levels 
regarding demographic and morbidity profiles 
of adolescents; 

• supporting systems designed to promote the 
integration of comprehensive interdisciplinary 
services for adolescents; 

• training service providers to facilitate their 
assimilation into interdisciplinary health teams; 

• evaluating the effectiveness of integrated mod- 
els to promote implementation of optimally 
designed systems to meet adolescent health 
needs; 

• widely disseminating evaluation research; 

• supporting funding philosophies and policies 
consistent with the goal of integration of 
services; 

• supporting the development and continuation 
of integrated health delivery models that, at a 
minimum, include: general medical, family 
planning, mental health, and social services; 

• exploring methods of expanding traditional 
health semces to include the following (either 
directly or through community linkages): legal 
assistance, vocational guidance; learning dis- 
abilities assessment; nutrition counseling; pre- 
natal care; drug abuse assessment and counsel- 
ing; recreational opportunities (34,307). 

Similar recommendations were recently made by 
the Education and Human Services Consortium, 
although thos: recommendations were not limited to 
services for adolescents, and they addressed rela- 
tionships among agencies, as well as relationships 
among providers within agencies (182). According 
to tlie consortium, five elements are key to high 
quality comprehensive service delivery: 1) the 
availability of a wide array ot prevention, treatment, 
and suppi^rt services; 2) tecnniques to ensure that 
children and families actually receive the services 
they need (e.g., co-location of staff from one 
organization to **branch offices*' located at other 
agencies whose clients they shaxe; one-stop shop- 
ping/' and an approach to case management that 
makes it a problemsolving partnership among 
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A4hBiidrtrafi v« Imms 

• i^yv»iiyp.A^rf»> tfmNtft iTf fflft rwrfnnnf wwrf nnw-uifrj fm/f Tlw fl<^ffiiy ii> 

eatmnk fmufiog Car apeciflc, ndn lliaii coniaclMiigive, invket) and low. iotensstt nd rMintflrtrift 
coofbct among (taMli^^Meies»viDvidati,«idpanai»^ ' 

'■'S^ng ii>MmnarjrMmmd the fmpact iftko$e ptobkm m Om heaith, ukUU. mdtamomic 
^'"•^"V^<:*>'>»»iii*itks. kt tomoa, iaieitniedcamiiinnliy adoleaccnti are 

an essentially mcoey-loiing veolure, one that is both labor ioMntive Mid ncnrevenae produdnir " 
CUhicalaiMi" 



^ 1^ 10 iwe iinv delimy systems and adapt existing organixatians €f services. 

Feaaibdity reaeaidi hm been poiitive, but iminct evaluatkn studiea have been Hmitod in amiiber md 
ftmdmg, and «enefdly have not ben ooDdocied by ootside ev^^ 
pcogrun outcomes are lacldng. 

• Hf^AcareprovidershmemHbt€HirainedtoworkiHin$erdiM:iplii^ 

and often experience cor^Uct and ambiguity as to leadership and programmatic responsibiHtiet 

• Providers lack awareness and skUls in considering and incorporating services cfabroadran^ cf health 
and reUtted community programs outside the single site setting, and cfien fail to include these resources as 
part cfthe intervention pUms for clients. 

• Providers and adolescents may differ from each other socially and culturaOy. 
Youth Issues 

• Cemswnerscfintegnu^servicesareadoUscents.whoare 
citizens in the United States. 

• Attitudes towards youth are negative. 

• The number of adolescents in the population is decHning. at the same time that there is an increasing 
recogmtion of health problems of the elderly. ^ 

• ^jescemshavi not been aecuburateduf be active consumers ef health services. 
hcalA senrwcs in an intogniiDd 

In additMo, ibey should not expect lhat health iOfvk» akM^ 



practitioners and clients): ^) a forii^ on the 
taniily, 4) giving children and families a voice in 
identifying and pkining how best to meet their own 
needs; mci^surenient of tlie effectiveness of 



AA^^^M ^^MtxtOkt^y iH iciiio uut^uiiicb lui Clients \ l6Z). 
Further, the Consortium suggested that both service 
delivery and systems levels^^ go beyond initial 
stages of cooperation to true collaboration in order 



1;^™ ^^T'^' ^^^^^^ uucrajrcncy innmr.cs fcxus on meeting Uic n.c<Js of mdiJ^uai children and"fanubc 



At ih*- tv ,r„t». I . < J . ' ' ^.'w^v^x.g^ ...vvj,! v/i iiiuiviuuoj <.iijiuxcn anu lamiu 

^ rl^c,- d/h«.r?, s' " f'"'""' ""^ f"^'^ ^^'P ^^'^ ' ccmrniumtywdc ne.work of comprehcn.s.vc 
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to connect children and families with comprehen- 
sive services.*^ 

Efforts To Involve Adolescents in Health Services 
Planninc and Management 

A third innovation in the delivery of health 
services to adolescents involves encouraging ado- 
lescents* participation in pohcy setting and service 
delivery. This approach has recently been used by 
health providers in some mainstream institutions. 
Two health maintenance organizations, for example, 
are involved in efforts to make their programs more 
responsive to adolescents' needs by routinely seek- 
ing the advice and working participation of adoles- 
cents (134,159). 

As part of this adolescent health assessment, OTA 
established a youth advisory panel to provide OTA 
staff with an adolescent perspective on the iss^^es in 
the report. The youth advisory panel consisted of 21 
individuals who ranged in age from 10 to 19. Panel 
members represented a range of backgrounds: racial/ 
ethnic (white, non-Hispanic; Hispanic; Asian; black), 
socioeconomic, and experiential (e.g., homeless, 
substance use, pregnant, parenting, children of 
divorce, children from stepfamilies and extended 
families). Although all were from the greater Wash- 
ington, DC, metropolitan area, they came from 
central city, suburban, and rural areas. During its 
meetings, the youth advisoiy panel highlighted 
important health issues for adolescents, developed a 
list of desirable feariires of health services and made 
recommendations \j the project staff on ways to 
improve adolescent health. Representatives of the 
youth advisory panel also attended various work- 
shops and meetings held by OTA. In one of the 
panels' meetings, members were askt i to *'role 
play" groups of service providers, progiam adminis- 




Photo credit: Kaisf Tm^n and Young Aduh hhM) C^nt^r, 

Grmwda Hih. CA 



Aciolescent participation can take the form of spedal 
adolescent advisory panels or adolescent representatives 
on general advisory boards. TTie Kaiser Per manente HMO 
in Granada Hills. California, asks adolescents to provide 
advice on a regular basis, 

trators, and health planners. Box 15-G summarizes 
each group's recommendations regarding key com- 
ponents of health care services for adolescents. 

Conclusions and Policy Implications 

Conclusions 
Adolescents* Need for Health Services 

This Report makes it clear that adolescents do 
have need for health services. The health-related 
conditions of adolescents that cry out for prevention 
and treatmeni intervention include, but are not 
limiied to:*^ 

• fatal injuries, from accidents,^-^ suicide,^ and 
homicide^^; 



82 According to the u>nsortiuin. "Iii a cooperarive arrangement ai the service delivery level partiicrs help each other meet their resDccl^ve 

M r^^t" ) "^"^ ^"^^ ^ """^^^ they pr^idc c.'. the r^ and «o?^^^^^ 

age«aes. At the system !eve) cooptrativt tmnan.es assess the for more cornprehowivc serv^cs and recommend stmteglc* to coordinaie 
cxistujg services " At the service dcbvcry IcvcK -conat>oratiye partnerships cUblish common goals wtc to oool Je«m™ ^Tn^ 
impleincnt and evaluate new se.v.ce. «.d procedu^s. and delegateT^ividu^ re-poosibul^^thcCco^^^^ ^S^T^rS^S^ 
S^^'- (l72r"" «-Power^- to negotiate, as welJ as to advocate for. programs and policies leading to more comprehen^ve ;eScI 

«The consortium s report provides examples of human services agencies th.it have been successful in stnictiiriiig partnerships 

^Adolescent health pmblem, are also djscu.«ed m detail in Vol 11 Background and the Effecttvenrss of Selected Preyention and Treatment S'rniret 
and summan/xd m app B to this vohimc, * Burden of Health Problem.. Among U.S. Adolescoils." reament :^eryi, es, 

'^Scc ch. 5, "Accidental Injuries Prevention and Services/* in Vol n 

•'^Scc ch. n. '^Mental Health Problems: Prevention and Services/' in Vol 11 

•"^Scc ch. 13, "Delinquency: Prevention and Services." in Vol. II. 
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liox 75 ( J — Summary of Ri commendations hy the Youth Advisory Panel for 

()!A*s Adolescent Health Project 

An uTRisu;il teaturc of OTA's adolescent health assessment was that it included a youth advisor\ panel to 
provide {) TA staff with ;m adolescent {XTsjx^tive on issues in lh»e report At one of the group^ meetings, youth 
.idviNorv panel memtxTs were asked to 'role [)!ay*^ groups of service providers, program adnunistrators, :uid 
health planners Ric recommendations of each group with re^[>ect to key com[x>nentN of health care services U)r 
adolescents are presented below, 

Rtcommendatiuns of '*S(f vice Providers'* 
1 (^hmcs should be free. 

1. Adolescents need many ser\'ices, including: dental aire, denriatology, counseling, and gynecology 
^ervKes. He^ilih c;ue providers sfiouUi not assume that all adolescents seeking services a»-e pregnant' 

3 ScfMces should not be different hy racial/ethnic group. However, services must f>e sensitive to 
geographic and cultural needs. 

4 Services should remain open during evenmg hours for emergencies iuid on weekends 

,^ Services should Ix* centrally luxated ,md offered under one rw\ (comprehensive sei^'ices), aiic! the 

number of sites should be determined by {x»pulation si/e. 
^ Shuttle bus service should b<r provided. 

rticre should be separate dimes for adoicNcents, /Violescents should b<^ able to bring their own chikircn 

\o the chnic. but their parents should not be able to attend the cluuc unless the adolescent asks him/her 

li > c<.une. 

Services should tx^ provided at scIkh^I m schvx>l based dunes or near the schcH)! 
Sex education in the schcH)ls should fx^ made miindaiory. 
H) Hoi line charges should not appear on phone bills (e.g.Jio* line ca-ls should be I 8{X) numlxT^ ; 
Kecornnu ndatiuns of IVo^ram AdministriHurs*' 

I. Moncv to run the services should conic from ihe fVderal (iovernmeMt and should be s[x«cific ro 
adolescents. 

l unds from services that are already largetmu adolescents should be fXK)led into one adolescent fund. 
I he hederal Ciovernmeni must develop a pa>rueru/in^urance plan tor services where adolescetits can pav 
a particular amount l^ receive all >ervices i jhn(»st like a health maintenance orgam/^ition^ svsteii^ 
mu^t be voUintarv 

'l Mjgibihty for services shoui-.l Iv based ^>ii some ",(>c KK-coounnc cniena 
v Special attention should be paid to low int orne adolescents and those nor m schcx)!. 
h .AdolesLenis should be informed about available serMces thrv)Ugh wor^l of mouth. idevjMon. rarlK>. 
rc^ realion centers, posters, and Overs m the mail 

ServKC^ should tx? based on developmental needs luid not necessarily (>n jge (e g , vu.n all H) vear old 
ad<>Iescenl'v need the sarue service j 

^ Adolrscer)ts under age 21 should he able lo receive services Ixit should not \w aulomaticalK ci't off u 
tlial age. 

''r [he sysiem should be tlexihle 
K< commendations oi Health Planners' 

1 Ad(»lescents should be mc ludcd as hill votiiai nuMulK^rs on adolescent ^outli service avrencv bo;,r<f<. 
I here should continue to be a ytnjth advisory group auviM/ig (.ongrebs on adolescent issues. 
Voutli awareness alxnit particular health problems should be increased 
4 Ailolescents should be involved in outre^ich activities counseling adolescents who have ^HX'n rajx^d 

\inHh should hK- ctKouraped to volunteer. Aithuugh ;K.iolcs.erit> do not ne(.cs.s.,nlv h.ix'c to Ix- paid f..r 
llirir •Aorl.;. tlifv need lo kni>w whv they arc donij: uhat lhc\ are domt:. 
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• family problems, such as maltreatment, which 
is higher among adolescents than among younger 
children^^; 

• school problems, such as the potential for 
dropping out^^; 

• appropriate use of discretionary (nonschool) 
time^^; 

• physical problems, such as acute respiratory 
illnesses, which are the leading cause of school ■ 
loss days^'; serious chronic physical illness and 
disability, experienced by perhaps 5 percent of 
adolescents (see ch. 6^^); or sports injuries, 
which account for at least 1.04 milUon emer- 
gency room visits in a year (1988 data)^^); 

• new problems experienced on reaching pu- 
berty, such as dysmenorrhea and acne^^; 

• nutritional concerns, such as overweight or 
obesity^^; 

• dental problems, such as dental malocclusion, 
experienced by perhaps 13 to 16 percent of 
12- 10 17-year^olds (1970 data)^; 

• problems associated with involvement in 
unprotected sexual activity, such as sexually 
transmitted diseases; including HIV infection, 
which is as high as 3.7 percent among homeless 
and mnaway adolescents at a shelter in New 
York^^; and pregnancy, experienced by 1 mil- 
lion female adolescents a year^^); 

• mental health and behavioral problems, 
such as subjective distress, experienced by 
perhaps 25 to 40 percent of adolescents; 
diagnosable mental disorders, exp< rienced by 
18 to 22 percent of adolescents; suicide at- 
tempts, made by \5 percent of 10th graders'^^; 
heavy drinking, reported by 11.1 percent of 



high school seniors; daily cigarette smoking, 
reported by 77 percent of high school seniors; 
daily marijuana use, reported by 2.9 percent of 
high school seniors^^^; commission of an ille- 
gal (delinquent) offense, reported hy the major- 
ity of adolescents (1976 aata)^^; 

• homelessness and associated health problems, 
estimated to be experienced by 1 million 
adolescents; and*^^ 

• further, some adolescent behavioral prob- 
lems are interrelated (8 1 ,209a), itself suggest- 
ing the need for an integrative approach to 
service delivery. 

The Adequacy of the Mainstream Health Care 
System for Adolescents 

It is not clear that American adolescents' needs for 
health services are, or can be, met entirely by the 
traditional U.S. mode of health service delivery — 
i.e., care provided on a routine or as-needed basis by 
private office-based physicians. Some of the health 
problems experienced by adolescents are conditions 
experienced by individuals of other ages (e,g., 
respiratory disease, chronic disabilities), and one 
might expect that adolescents with these conditions 
would seek care from ph; ^icians in the mainstream 
health services system„ Other problems, though not 
Mnique to adolescents, may be new for them (e.g., 
^ necological and skin problems). For some prob- 
lems, adolescents may not :;eek care from the 
mainstream health services system. Some issues 
may be considered **normar' for adolescents (e.g., 
acne, dysmenorrhea, subjective distress, delinquent 
behavior), and adolescents may not be advised that 
the problems are amenable to health services inter- 



'**Scc ch. 3, 'Parenis* and Families' Influence on Adolescctit Health. ' in Vol 11. 

*'^Scc ch 4. ' Schools and DLSjrclioiiaiy Time," in Vol II 

*Sce ch, 4, -^Schools and Discrcbonary Time/' in Vol, ir 

''^Seech 6, • Chronic Physiui] Illnesses Prevention and Services, ' in Vo! H 

"^'"Chronic F'hysical Illnesses: Prrvention and Services.* ' m Vol fi, 

"^-^Secch, 5, "Accidental Injuries: Preveation and Servicers." in Vol li. 

^Sce ch 6, -Chronic Physical lUnesscs: Prevention and Services, " in Vol U 

'^^Scc ch. 7, "Nutrition and Fitness Problems: Prevention and Services/* in Vol, 11. 

^*Scc ch. 8. ••l>cntai and OraJ Health Problems: Prevention and Services/* in Vol ii 

"^Scc ch. 9, ••An>S and Other Sexually Transmiaed Diseases: Prevention and Services/' in Vol H 

^See ( h 10, ' Pregnancy and Paicniing: Prevention and Services/' in Vol U 

^Sce ch 11, "Mental Health Problems: Prevention and Services/* m Vol U 

'^*'Hcavy drinking ;s defined as having b^d five or more drmLs "in a row" Unc 2-we^k pt-ruKi prior lo ihe .survey 
'o^See ch. 12, "Alcohol, Tbbacco. and Drug Abuse Prevention and Services * 
'^2See ch. 13. Delinquency; Prevention and Services/' in Vol. fl 
*^^Sec ch. 14, "Homelessness: Prevention and Services/* in Vol 11 
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vcntion. Finally, some problems may not be amena- 
ble to resolution through the health care system, but 
may require other types of human services (e.g., 
legal assistance, job training, tutoring, recreational 
opportunities). 

This chapter has addressed selected major issues 
in the role of the mainstream primary health care 
system in meeting the health care needs of U.S. 
adolescents.'^ Historically, the provision of health 
care has been viewed primarily as the province of 
physicians (80,1 19), Thus, care provided by private 
office-baiied physicians has been the focus of much 
of the research on health care providers' ability to 
meet the health care needs of adolescents (e.g., 
286,287). Primary care has not been defined to 
everyone's satisfaction, but some definitions sug- 
gest that the primary care physician should be able 
to provide the * 'medical home" for continuing and 
comprehensive health care that adolescents, and 
individuals in all age groups, need (21,263). OTA 
found that U.S. adolescents are relatively unlikely to 
use the services of private office-based primary care 
physicians, having the lowest rate of use of any age 
group, Although 73 percent of U.S. adolescents 
reportedly had one or more physician contacts in 
1988, adolescents had the lowest rate of visits per 
person per year (1.6 visits per person per year to 
private office-based physicians on average; lower 
for nonwhite adolescents). Adolescents are also 
among the least likely to be hospitalized. 

Among the possible reasons why adolescents with 
health concerns may not seek the seivices of 
physicians for health care is that, with the exception 
of speciahsts in adolescent medicine — who are few 
in number — there is no group of physicians who are 
clearly defined as appropriate to provide care to 
adolescents. The American Academy of Pediatrics 
has suggested that pediatricians be the primary 
health care provide s for individuals up to age 21 . A 
1980-81 survey of pediatricians found, however, 
that only 40 percent of pediatricians continued 
adolescent care to the age of 18, and 42 percent 
refused to accept a new patient who had reached the 



age of 16 (226). Thus, it is not surprising that only 
about one-quarter (23 percent) of adolescents* visits 
to private office-based physicians in 1985 were to 
pediatricians, and two-fifths were to general and 
family practice physicians (35 percent) or internists 
(5 percent). However, other physicians are also 
unlikely to report much interest in providing health 
care to adolescents. 

Despite the fact that only about one-quarter of 
adolescents' visits to office-based physicians are to 
pediatricians, much of the research on aspects of 
physician behavior with adolescent patients has 
been conducted with respect to pediatricians. Re- 
search suggests that pediatricians spend an average 
of approximately 1 minute more with adolescents 
than they do with other noninfant patients, for an 
average of 11 minutes per visit. The duration of 
visit is potentially important because it is believed 
that many adolescent health problems may be 
preventable if adolescents are provided with antic- 
ipatory guidance" jBrom health care providers. As 
can be inferred from the bsting of problems above, 
adolescents are at high risk of mortahty and morbid- 
ity caused by social, and perhaps preventable, 
factors. However, the only study that assessed the 
amount of time spent by physicians (pediatricians) 
providing anticipatory guidance found that office^ 
based general pediatricians spent an average of 
7 seconds per visit on anticipatory guidance for 
adolescent patients ages 13 to 18 (223). This study 
and others have varied in their findings concerning 
what physicians discuss with their adolescent pa- 
tients, with a more rigorous (e.g., direct observa- 
tional) study and surveys of adolescents themselves 
finding that httle time is spent discussing the "new 
morbidities' ' issues or the health concerns of impor- 
tance to adolescents themselves. 

Another important area of physician behavior that 
may affect adolescents' seeking of health care from 
private physicians is patient confidentiality. Again, 
findings reported in the present chapter, limited 
though they are, are variable, with 75 percent of 
members of The Society for Adolesc^snt Medicine 



504 chapters tlm discussed the prevalence and incidence of problems among adolescents also discussed the capability of problan-spectfic health 
and related care systems to meet the needs of adolescents who do experience these problems (e g.. STD diagnosis and treatment clinics* the mental health 
system, the substance abuse treatment system, the juvenile justice system), and found that, although informaiion about utihzation and access is scarce 
and difficult to coroc by, gaps appear to exisr in almost all services 

'<**It may be unportani to note that this survey was published in 1983, and that more recent information on pcdiatncians' practices is not available. 
'^As discussed in ch. 6, * *Chronic Physical lUncsscs: Prevention and Services.' ' in Vol. II, leading reasons for visits to private office-based physicians 
were for respiratory system diseases (17 percent), injuries (16 percent), and skin conditions (10 pcix^nt). 

^^Thc aveiagc visit time across all physicians was between 6 atvJ 10 minutes (see figure 15-3). 
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and a random sample of pediatricians expressing 
support for confidentiality for adolescent patients, 
but a survey using a specific example (a pregnant 
IS-year-oid's desu^e that her mother not be told of 
the pregnancy) finding that the majority of physi- 
cians would not abide by the patient*s request for 
confidentiality '^ Some adolescents with ready 
access to a private physician expressed their unwill- 
ingness to seek a private physician's care for 
concerns about certain issues (sexuality, substance 
abuse, emotional upset) or to seek care for those 
problems with their parents* knowledge (175). 

A third important issue in health care providers' 
behavior examined by OTA is competence in 
diagnosing and treating adolescents* specific prob- 
lems. Research on this issue, too, is limited. Among 
other concerns (e.g., lack of methodological rigor), 
a very small body of empirical work has explored 
this issue, most studies in this area have focused on 
the identification of mental health and substance 
abuse problems, and most of the work has involved 
the practices of pediatricians. The evidence that is 
available, however, suggests the following: 

• Primary care Physicians appear to have diffi- 
culty in idem. lying children who have behav- 
ioral and emotional problems, 

• Physicians as a group are currently not able to 
identify substance abuse problems very effec- 
tively. 

• Primary care physicians appear able to identify 
acne in adolescent patients, but their ability to 
treat acne has not been tested. 

• Hospital services do not appear to adequately 
document health problems in adolescent pa* 
tients. 



• Physicians, nurses, social workers, psycholo- 
gists, and nutritionists all consider themselves 
relatively imtrained in important areas of ado- 
lescent health (e g,, sexuality, handicaps, endo- 
crine problems, contraception, psychosocial 
concerns). 

The important issue of health care providers' 
ability to interact with adolescents — ^egardless of 
the specific problem that an adolescent may have — 
has received very little investigation.'^^ 

Perhaps more disturbing tlian fmdings that many 
health care providers are apparently not able lo treat 
adolescents, several studies have found tliat health 
care providers have expressed relatively httJe inter- 
est in additional training. Although there are no 
systematic national counts of the number of U.S. 
health care providers who have been specially 
trained to deal specifically with adolescents, approx- 
imately 1,400 nonpsychiatrist physicians (most of 
whom are pediatricians) identify themselves as 
adolescent medicine specialists, 1 ,400 psychologists 
express a special interest in adolescents, and there 
are 1,500 members of the American Society for 
Adolescent Psychiatry. There are no counts of other 
health care providers sf>ecializing in the treatment of 
adolescents. A strucitured experience in adolescent 
health became a requjired aspect of training for future 
pediatricians in January 1990, although no patient 
age range nor duration of training was specified. 
Neither family practice nor internal mexlicine in- 
clude specific curricula regarding adolescents. Thus, 
those adolescents who seek health care are likely to 
see providers who have not been specially trained to 
work with tliem. 



t08xhe laws, ethical statements of health care provider organi/^itjons, and consequences ol not respecting confidentiality, are discussed moic fully in 
ch. 17, ''Consent and Confidentiality in Adolescent Health Care Decisionmaking/' in this volume, 

'•^^ssues related to the ro|c of coicrgcncy personnel who come in contact with adolescents (e.g,, those who have been in accidents, been assaulted, or 
attempted suicide) are discussed in ch 5, * 'Accidental Injuries: Prevention and Services," in VoL 0. 

^ '^1 is important to note that even the hmited amount of research on the attitudes and behavior of health care providers suggests that there is consido'^ble 
variability among providers With respect to some aspcctf; of health care provider behavior and perceived i;ompetci*cc — the provision of anticipatory 
guidance, maint^ini/jg confidcntiahly— younger physicians, and physic i^ wl>o have more adolescent ch'^ils. have been found to be more likely to 
behave in ways that ait compatible with adolescents' stated needs for health care dchvcry. In the case cf the l5-ycar-old who wished to keep ha 
pregnancy Uviu her mother, the majonty of obstctnctan-gynecologtsts were likely to maintain confidciaiahty. With respect to the self-perceivcd 
competence of health care providers, there are substantia} differences by physician specialty and profession. Physicians specializing in adolescent 
medicine — few as they are — are more likely to suppon confidentiality of care for adolescents. aiKl have t>ccn found to evoke more satisfacbon from 
adolescent clients. In the one study that involved nonphysician health care providers, nurses, social wori:cn;. and psychologists cjipressed more interest 
m addihooal training than did physicians. 

^ ^ 1 Financial issues may be a quite imponani factor in the ability of any particular adolcsccDl to gain access to heaJtb care services. Lack of coverage 
may affect physicians* willingness to see adolescents, and the willingness of health care and other organiz-aiions to implement new »^ices (see below). 
Both the problem of having no health insur^icc — which affects one out of seven adolescents — axxl the problsm of havirig inadequate benefits for services 
or seninj^s of importaiK;c lo adolescents^- which iiffccts tnany of the other shx out of seven adolescents — BXt discussed in ch. 16. ^Tinaocial Access lo 
Health Services," in tliis volume. 
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Federal support for interdisciplinary training m 
adolescent health care is lower than it was in fisc^il 
year 1981 . In fiscal year 1990, the Federal Govenv 
ment was supporting only six such programs, at an 
average level of $300,(XX) annually (212). The small 
number of such programs, the limited funding for 
them, and program goals emphasizing research and 
leadership development over actual health service 
delivery have meant that few frontline health care 
providers have received interdisciplinary training in 
adolescent health care. Except for this interdiscipli- 
nary training program, Federal support for training 
specifically in adolescent health care for providers — 
across all disciplines — who are likely to care for 
adolescents and for those health care professionals 
who currently provide health and related services to 
adolescents is nonexistent. 

Innovations in the Delivery of Health 
and Related Services to Adolescents 

Given the apparent failure of both the primary 
health care system and the specialty health care 
systems to meet the health care needs of all U.S. 
adolescents, several innovations in health care 
delivery have been attempted. These include the 
provision of comprehensive health services at a 
single site (e.g., hospital-based adolescent health 
care clinics, community-based adolescent health 
care clinics, a teen center at an HMO, * *free clinics/ ' 
multiservice centers, and, most extensively, SLHCs), 
attempts to integrate services, and efforts to involve 
adolescents in health services planning and manage- 
ment. 

Attempts to provide a range of health and related 
services to adolescents in a single setting using 
providers from multiple disciplines — so-called com- 
prehensive services—have generally been well re- 
ceived by parents and adolescents. To one degiee or 
another, centers that provide comprehensive serv- 
ices for adolescents also make a special attempt to be 
responsive to common themes of adolescent health 
care, such as enhancing access through free care or 
use of sliding-fee scales, evening and weekend hours 
of operation, and guaranteed confidentiality of 
services. In addition, staff members who work in 
comprehensive health programs for adolescents 
choose to work there because they are committed to 
and enjoy helping adolescents. They ^ften perceive 



themselves as advocates for adolescents, and work 
with adolescents to coordinate programs of care 
(230a,292). In school settings, ccwdination with 
school staff, and consequent attempts to inlluence 
school environments are important aspec:., of spe- 
cial adolescent healtli care centers (230a), 

Systematic evidence of the effectiveness of com- 
prehensive programs in terms of improving health 
outcomes is scarce, however. The only study to date 
that compared special hospital-based adolescent 
health clinics to hospital-based cbnics without a 
special adolescent focus found no outcome differ- 
ences after a year (84). However, the specially 
funded clinics were more successful in getting 
adolescents to disclose behavionil and lifestyle 
problems to their clinical providers, and conse- 
quently to obtain care for such problems (84). 
Reductions in school absenteeism, alcohol con- 
sumption, smoking, sexual activity, and pregnancy 
have been found in some schools with SLHCs, 
though not consistently. 

What has frequently been found is that many of 
the adolescents who use the services of SLHCs are 
adolescents who have no othei source of health 
care,^'-^ and that adolescents use SLHCs for typical 
urgent care for illness and injuries and for services 
otherwise uiiavailable without high levels of in* 
come, generous insurance pohcies, or breaches of 
confidentiality (e.g., mental health coimseling, re- 
productive health care). Further, one of the few 
systematic studies of SLHCs suggests that eflorts to 
meet the more intangible needs of adolescents have 
been successful: the primary reasons cited by 
students for using the SLHC n their school were that 
users felt they could mist it because it was part of the 
school; the SLHC was easy to get to; and the staff 
was caring (143). The number of repeat visits to 
some SLHCs is also cited as suggestive that SLHCs 
are responsive to the needs of adolescents as they 
perceive them (230a). 

When it comes to adolescents, then, SLHCs and 
some community- and heaJth-care-organization* 
based adolescent health care '^enters appear to 
respond to many of the shortct, igs of the tradi- 
tional health care system: They attempt to address 
the range of probleras that many adolescents fac^ 
(e.g., by providing care for acute physical illnesses; 



'^^xhis finding is confounded somewhat t)y the faci that most SLHCs have been purposefully situated in communities deemed to be medically 
underscrvcd. 
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general mv^dical examinations in preparation for 
involvemeni in athletics; mental health cotnseling; 
laboratory tests: reproductive health care; family 
counseling; prescriptions; educational services; vo- 
cational training; legal assistance; recreational op- 
portunities; advocacy; coordination of care (e,g., 
with school personnel); advocacy^ ^^). Services are 
free or lov/-cost. Services are confidential. Staff are 
knowledgeable about adolescents. Staff are commit- 
ted to helping adolescents in a way that is meaning- 
ful to the adolescents themselves. Settings are 
designed with adolescents in mind, to the extent 
possible. Adolescentii are otten involved in the 
design and management of the programs. In the case 
of SLHCs, the services are physically accessible, 
because they are located in or near where adoles- 
cents spend much of their waking day. 

For a vaiiety of reasons, however, a reorganiza- 
tion of adolescent health services to meet desirable 
criteria for adolescent health services has not been 
realized. The obstacles to reorganization are both 
formidable and interrelated. They include commu- 
nity resistance to tlie provision of contraceptive 
services and abortion counseling to adolescents; 
resistance of organized medicine; resistance by 
schools to adding yet another responsibility to the 
educational ^ntrastructure; lack of a core of ade- 
quately trained professionals to staff comprehensive 
programs; State Medicaid administrative barriers; 
lack of conclusive and convincing data on the 
effectiveness of such programs in reducing a number 
of highly socially visible adolescent health prob- 
lems, and, fmally, lack of financing. 

Policy Implications 

A number of possibilities for Federal action lo 
improve the delivery of health services to adoles- 
cents suggest themsewes. 

One clear need is for increased Federal attention 
to training of health care professionals in the area of 
adolescent healtli. 

Several levels of training are important: for 
students at an early stage in their careers, for 
graduate and postgiaduate students, and for profes- 
sionals who are already in practice. Siniiilarly, a 
range of health care professionals should be included 
in any increase in Federal attention to training issues 



at all levels of experience: nurses, psychologists, 
social workers, health educators, youth services 
workers, primary care physicians (pediatricians, 
internists, family physicians), and specialist physi- 
cians (e,g., obstetricians, gynecologists, dermatolo- 
gists). Training should emphasize the interdiscipli- 
nary^ nature of work in adolescent health services. 
Finally, any innovations in training (or, failing 
innovations, current training experiences) should be 
subject to rigorous evaluation from a variety of 
perspeictives, including health outcomes and patient 
satisfaction. Evaluations should consider not only 
the clinical ability of providers to identify and 
manage specific problems, but their adolescent- 
specific interpersonal skills. 

Improvements in the skills of health care provid- 
ers would be of benefit whether or not any other 
changes in the health care delivery system for 
adolescents were made. To improve adolescents' 
access to appropriate health and related services, 
Federal support for the reorganization of the delivery 
of health services to adolescents may be necessary. 
Increasingly, States and private foundations have 
seen the value in making comprehensive, integrated, 
approachable services immediately accessible to 
adolescents. However, States are increasingly 
strapped for money to dedicate to health and other 
human services (270a). Foundation funding is typi- 
cally time-limited. The Federal Government could 
provide seed money to States, communities, health 
care organizations, or schools that wish to imple- 
ment either school-linked or commuriity-based cen- 
ters that offer comprehensive adolescent health care. 
For those comprehensive adolescent health centers 
that exist but are in danger of losing their funding, 
the Fexieral Government could create a mechanism 
to help provide continuation funding, perhaps 
through a matching grant program. 

In addition, or alternatively, either Congress or 
rhe U.S. executive branch could address, through 
legislation or regulation, existing barriers to the 
delivery of comprehensive services in adolescent 
health centers. These barriers include, but may not 
be linmted to, State Medicaid administrative barriers 
limiting or prohibiting reimbursement for services 
delivered in SLHCs; and State and Medicaid restric- 
tions on reimbursement of nonphysician providers. 
A study (e.g., by the U.S. General Accounting 



^ *^Not all services are available al all centers. Referral aiid mtcgrabon of services is ao extremely important aspect of providing appropriate care for 
adolescents (34), 
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Office) specifying such limitations might be useful 
before Congress look action. 

Federal support for evaluation research on a range 
of comprehensive adolescent health care centers 
would also be useful As described in this chapter, 
although there is a considerable body of very 
valuable anecdotal and clinical knowledge that can 
be used to guide improvements in health care 
delivery r >r adolescents, the systematic knowledge 
base concerning the most effective ways to structure 
and deUvcr health services to adolescents is ex- 
tremely limited. Collection, dissemination, and utili* 
zation of specific additional information can only 
help to improve the health care system, not only for 
adolescents, but for other Americans as well. 
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Chapter 16 

FINANCIAL ACCESS TO HEALTH SERVICES 



Introduction 

Financial issues are of paramount importance in 
any discussion of U.S. adolescents' access to health 
services. It is well established that health insurance 
coverage and ability to pay may determine when — 
or even whether — a person in this country seeks 
medical services (47,60,65). It has also been shown 
that while individuals in households with incomes 
below the poverty level have significantly fewer 
physician contacts tlian others in the sanie state of 
health. Medicaid coverage can help mif .gate the 
effects of poverty on access to care (55). 

This chapter explores the health msurance status 
of U.S. adolescents and addres.ses the following 
questions; 

• How many adolescents are wi'hout health 
coverage and why are some adolescents insured 
and others not? 

• Has the number of uninsured adolescents 
changed over time? If so. why has this change 
occurred? 

• WTiat are tlie benefits of private health msur- 
ance particularly for adolescent health needs 

• Who is eligible for Medicaid and what cover- 
age does Medicaid provide? 

• How many adolescents would be affected by 
three potential approaches to reducing the 
number of uninsured: a mandate that employers 
provide health insurance to their workers (and 
their dependenis), an expansion of iht Medic- 
aid program, or a combination of the two? 



Adolescents Without Health Insurance^ 

How Many Adolescents Lack Health Insurance 
and Who Are They? 

In 1988, about 4.6 million U.S. adolescents ages 
10 through 18 — 15 percent overall — had no public 
or private health coverage.^ The percentage of 
uninsured U.S. adolescents rose nearly 5 percent 
from the previous year, paralleling an overall 
increase in the Nation's nonelderly population 
witho'jt health insurance. The decline in coverage 
among adolescents and nonelderly adults in 1988 
primarily results from a drop in the percentage of the 
population with private health insurance, particu- 
larly among those with coverage provided by small 
businesses employing fewer than 100 employees. 
U.S. adolescents who have health insurance are 
more dian twice as likely as 25 to 54-year-olds to be 
covered by Medicaid. ^ 

According to data from the Current Population 
Survey, there was a 25 -percent increase in the 
percentage of adolescents without health insurance 
between 1979 and 1986 (see figure 16-1). Trends ui 
adolescents' health insurance status from 1979 
through 1986 are briefly discussed in box 16-A. (In 
1988, the health insurance .section of the Current 
Population Survey questionnaire was modified sub- 
stantially; therefore survey data from 1979 through 
1986 cannot be compared with more recent statis- 
tics.) 

Soclodemographic Characteristics of 
Uninsured Adolescents 

Ninety-four percent of U.S. adolescents ages 10 to 
18 live with their parents.'* Eleven percent of U.S. 
adolescents live with parents who do not have health 
msurjuice (see figure 16-2), and 6.^ percent of 



'Dau for tfiis iu^'ysii coait f.am Current Popuiaiion Surveys tieide<) in 1980 to 1989 by the U S Bureau of the Census (77^ Earh Marrh « 
supplement to the survey ask. a variety of question, about work history and income during Z previous year J indudes of hTiS 
quest.on. Rcpons« to these questions are the basis for the analyses presented in this section. Po 'a mo. .nX^Wy^of 

of 'he Effects of an Employer Mandate, and Medicaid Expansion (44). mi unary csnmaies 

C^^f CuLu^rsry'l^Jc^^^^^^^^^ '"^"^^"^'^ •^--^ '-'^^ - ^-"^ ^ ' B«.«.u-s 

'The individuals at greatest risk for being uninsured arc 19 to 24-ycai-old,s (44; 

•.h^* "r^^ """.'"'f,' adolescents living with two parents (10 p^u ent). adolescents living with th^ir ™,tbcr only (2 1 percen.) and ac',»lcsccms l.yjn» 
with tl«,r father only (3 percent) (44, Adolescents hvmg with two parents do no, necessity live w... their biologicarparents ^ 
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Figure Trends In the Percentage of U,S. 
Adolescents Ages 10 to 18 Without Heatth Insurance, 

1979-86* 
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*ln 1986 the Current Poputalion Stijdy qu«stionnalr« was modified 
dubstantioJIy; ther«for«. survey data from 1979 through 1986 cannot be 
cornpared with more current data. 

SOURCE: R. Kronick. Adol^9C&nt Htmlfh Insurance Status: Analyses of 
Trends in CovBragm and Pr^iminary Estimates of tha Effacts of 
an Emph^^r Mandata and MadhakS Expanahn-Sackground 
Paper (Background Paper for OTA's Project on Adolescent 
Health), prepared under contract to the Carnegie Council on 
Adolescent Devek>pment and Carnegie Council of N«w YorV, for 
the Office of TechnoloQY AsM$sment, U.S. Congress, OTA-BP- 
H-56 (Washington. DC: U.S. Government Printing Office. July 
1989)^ 

uninsuied adolescents live with parents who are also 
uninsured (see figure 16-3). To a large extent, then, 
the problem of uninsured adolescents is related to 
the problem of uninsured parents. 

Family income is the most irnportant determinant 
of health insurance stams for all age groups. Those 
who are poor, regardless of oth;r factors, are the 
most likely to be uninsured. Addescents in poor or 
near-poor famihes^ are much more likely to lack 
health insurance than others; one- third of them are 
without any coverage whatsoever (see table 16-1). In 
contrast, only 14 percent of adolescents in families 
with income at between 150 and 299 percent of the 
Federal poverty level and 4 percent of adolescents in 
families at 200 percent of poverty or above are 
uninsured. 

Despite the strong relationship between poverty 
and the likelihood of being uninsured, it is by no 
means true that all the uninsured adolescents are 
poor. About two-thirds of uninsured adolescents hve 
in families with incomes above the Federal poverty 



Figure 16-2— Percentages of U.S. Adolescents Who 
Live Wtth insured Parents,' Uninsured Parents, 
or No Parents,^ 1988 

Adolescents who live 
with insured iMirents" 
83% 




Adolescents who 

live with 
uninsured parents 
11% 

Adolescents not 
living with parents** 
6% 

^hi6 figure refers to the health insurance status of houi ehoU h«dd unless 
only the spouse had emptoyment-based health coverage. 

^his category indudes adolescents not living with their parents and 
married adolescents living with their parents. 

SOURCE: R. Kronk:J<, Adjunct Professor. University of California. San 
Diego, CA, caiculatk>ns based on U.S. Department of Com- 
merce. Bureau of the Census. March 1989 Current Population 
Survey public use files, 1990. 

Figure 16-^Distributjon of Uninsured Adolescents, 
by Parent's Health insurance Status, 1988* 

Uninsured adolescents living 
with uninsured parents 
63% 




Uninsured 
' adolescents living 
with insured parents" 
19% 



Uninsured adolescents 
not living with parents 

18% 



^Refers to the health insurance status of household h«ad untess only the 

spouse had empk)yment based heaith coverage 
^his category indudes adolescents not living with their parents and 

married adolescents iivir>g with their parents. 

SOURCE: R. Kronick, Adjunct Professor. University of California, San 
Diego, CA. calculations based on U S. Department of Oom- 
meroe. 3ureau of the Census. March 1989 Current Population 
Survey public use files. 1990. 

level: 33 percent of uninsured adolescents live in 
families with incomes between 100 and 199 percent 
of the Federal poverty level, and 29 percent live in 
families with incomes at 200 percent of poverty or 
above. ^ ^ 

Several demographic characteristics have fairly 
strong relationships with health insurance status 



^Poor famiJies arc those with incomes below 100 percent of the Federal poverty levd. aiid near-poor families arc th<:)SC with incomes between 10() 
and 149 percent of tl>c Federal poverty level. 

^Percentages do not total 100 percent owing to rounding 

^Thc rcderal poverty level for a family of Ihiec v^^as $10,560 in January 1990 
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independent of familv income. The: e include His- 
panic ethnicity, parent's education, parental self- 
employment, and region. Hispanic adolescents are 
much more likely than others to be uninsured, 
regardless of family income. Tiiis may be because 
Hispanics are more likely than others to work in 
agriculture and domestic service, where coverage 
rates are historically low. If Hi.spanic families living 



in poverty are more likely than others to include both 
husband and wife, they will be less hkely to be 
eligible for Medicaid. In addition, Hispanic adoles- 
ccriis who are up'-'ocumented immigrants are not 
eligible for Medicaid. 

• Although black adolescents iu-e much more 
likely than whites to live in or near poverty and 
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Table 16^1— Health insurance Status of U.S. Adolescents Ages 10 to 18, 

by Family income, 1988 



Family income Proportion of 
as a percent all adolescents 
of the Federal at the spedfled 
po verty level* poverty level*^ 

Uss than 50 percent 7.8% 

50 to 99 percent 9.1 

100 to 149 percent 9.8 

150 to 199 percent 9.7 

200 to 299 percent 20.1 

300 percent and above . . . 43.4 



Health insurance status 



Lack health 
Insurance 
coverage 



Have health insurance: 



Private 
only 



Medicaid 
only 



Other* Total 



29.8*'/i>*' 
35.8** 
30.9 
19.8 
11.9 
4.6 



13.7% 
21.4 
47.9 
68.6 
79.4 
0.6 



51.1% 

36.4 

13.3 

5.0 

1.2 

0.6 



5.3% 

6.5 

7.9 

6.6 

7.4 

5.4 



100.0% 

100.0 

100.0 

100.0 

100.0 

100.0 



100.0% 



*ln 1 968, th« Federal povt rty level was $9,431 for « family of thrae. 
^•ra ware 30.^ miltion adolaaoanto, agas 10 to 18. in 1988. 
cot harindi^ttba Civilian Health arx<Madk»IPix>9ramoftha^^^ 
private oovaraga. 

dovaraH. one-thiid of adolatcenta living in poverty had no haaith inaurano*. 

SOURCE: R. Krontek, Adjunct Protaaaor. Univaraity of California, San Diego, CA. calculatk>n« basad on U.S. 

Dapartnf)am of Commarca, Boraauoftha Canaoa, March 1989 Currant Population Survay poblic uaa files, 
1900. 



to be uninsured, the correlation between race 
and lack of health insurance coverage almost 
disappears when family income is taken into 
account. 

• At each income level, adolescents whose par- 
ents have little fomial education are much more 
likely to be uninsured than adolescents whose 
parents have had more education, 

• Among adolescents in middle- and upper- 
income families, those whose parents are self- 
employed are much more likely than others to 
be uninsured. 

• Adolescent children of parents who work for 
small firms (under 25 employees) are more 
likely to be uninsured than dependents of other 
working parents. 

• More than 1 of 5 Southern .md Western 
adolescents are uninsured, while less than 1 of 
10 Northeastern and Midwestern adolescents 
are without coverage. 

Reliable data on adolescents' health insurance 
status by State are not available, but estimates of the 
overall aonelderly uninsured population in each 



State are good indicators of the percentage of 
adolescents without coverage (s^^ figure 16-4; table 
16-2). The percentage of nonelderly people who lack 
health insurance among the Starc^ ranges from about 
8 percent in Rhode Island to more than 26 percent in 
New Mexico.^ 

Further analysis shows that regional variations in 
health insurance coverage among adolescents are 
due primarily to differences in income-specific rates 
of Medicaid and private health coverage.^ In the 
South, it appears that more stringent Medicaid 
income eligibility requirements are key to the 
greater percentage of uninsured adolescents. If 
income limits for Medicaid eugibiJity were as high 
in the South as in the North, the percentage of 
Southern adolescents without health coverage would 
drop by approximately 25 percent.*^ In the West, 
lower rates of private coverage appear to be the most 
critical factor, although lower Medicaid coverage 
rates are important as well. If income-specific rates 
of private insurance coverage were as high in the 
West as in the North, the percentage of uninsured 
Western adolescents would be reduced by about 19 



niiesic estimates were drawD combined March 1988 aod March 1 989 Current Population Surveys and were calculated by Richard Kronick for 
OIA. Current Population Surveys' sanq^liog precludes developing reliable estimales for the adolescent population alone. 

^The U.S. census regions are defined as follows: North includes Coimecticut* Maine, Massachusetts, New Hampshire* New Jersey* New York, 
Pennsylvania, Rhode Island, and Vermont; Midwest includes DUnois« Indiana^ Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, 
Ohio, South Dakota, and Wisconsin; South includes Aiabema, Arkansas* Delaware* Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi* North 
CarouDa. Oklahoma, South Carolina, Ibnnesaee, Itxas, Virginia, and West Virginia; and West includes Akska, Amona. California, Colorado, Hawaii, 
Idaho, Montana, Nevada, New Mexico. Oregon, Utah, Washiiigton, and Wyoming (76). 

*^t is important to rx>te that this ana^iysis CJUunined the effects of applying Medicaid income standards used in Northern States to Soutfacn) States but 
did not consider how the cost of living differs between th: two regions. Obviously, an income of $1,300 in Mississippi, for example, would not have 
the same vahie in New York. 
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Figure 16-4— Percentage of the Nonelderly Population Without Health insurance, by State, l987-«8« 




Below 10% 
From 10 to 14 



From 15 to 19% 
From 20 to 24% 



From 25 to 29% 



*Rat«i ar« roundwi to the nearest vi^ole number. See table 16-2 for actual clata. standard errors, and confidence Intervals 

SOURCE; R. Kronw^. Adjunct Professor. University of California. San Die^o. CA, calculations based on U.S. Department of Commerce. Bureau of the Census 
March 1 988 and March 1 d89 Current Population Survey public use f iiee. 1 990. 



percent. These results nnake clear that public policies 
designed to expand health insurance coverage — e.g., 
mandating employers to provide coverage or ex- 
panding Medicaid — would have markedly different 
regional effects. The effects in Western and South- 
em States would be quite different from the effects 
in the North. 

Adolescents With Private Health 
Insurance or Medicaid: What 
Coverage Provides 

Adolescpints with health insurance coverage, whether 
private or public, do not always have benefits for 
some of the health services they need. This section 
describes the benefits of both private health insur- 



ance and Medicaid. The emphasis is on those 
services most likely to be used or needed by 
adolescents, such as mental health care, substance 
abuse treatment, maternity care i related services, 
preventive services, "^rvices provided by nonphysi- 
cian providers, dental care, and others. 

An important caveat to this review relates to the 
question of confidentiality in adolescent health care. 
Even if appropriate benefits are available, adoles- 
cents who are concerned about confidentiality may 
be reluctant to seek care from providers if their 
private health plan requires parents to submit a claim 
for reimbursement (as most do). An adolescent with 
Medicaid coverage who must present a parent's 
Medicaid card to gain access to care faces the same 
dilemma. 



> ^TTiis section should not be taken « an codorsancot of spo:ific services. Much of the remainder of OTA's adolescent heaJth Report u devoted to 
analyzing the cffcctivaiess of variotu scwioes. See evpecially Vol n of this Report 

inn five States (i CalifofBia, Kansas, Maiyland, New Hampshire, sod New York), adolescents who are dependents living in families that i^ccive 
Medicaid arc given their own Medicaid card. ^ auj«i™ivc 

»3Fo, further discussion of confidcndality issues in adolescent health care, see ch. 17. -Consent and Confidentiality id Adolescent Health Cait 
Decisionmaking, m this volume. 
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Table 16-2— Health Insurance Status of the Nonelderly Population, by State, 1987-88' 



Health insurance sta tus 

Lack health 

Insurance 95 percent Have health Insurance 



coverage confklenoe Private Medlcfdd 
(In rank order) Intervals^ only only Other* 

Rhode Island 8.1% (0.010) 6.1-10.0% 79.3% (0.01 S) 5.8% (0.008) 6 8% (0 009) 

...-•«ayiuselts 8.4 (0.005) 7.4-9.3 79.7 (0.007) 6.8 (0.004) 5.1 0 004 

yif»«>''» 8.7 (0.009) 6.9-10.4 82.4 (0.012) 5.4 (0.007) 3.6 0 006 

MI'-esota 8.8 (0.009) 6.9-10.6 79.9 (0.013) 7.6 (0.009) 3 7 0 006 

8-8 (0.009) 7.0-10.6 82.3 (0.012) 5.7 (0.007) 3.2 (0.006) 

Mi<man 8.8 (0.005) 7.9-9.8 75.9 (0.007) 8.8 (0 005) 6 5 (0 004) 

Pennsylvania 8.9 (0.005) 8.0-9.9 80.4 (0.007) 6.1 (0 004) 4 6 (o"o04) 

^f^toiA 9.0 (0.010) 7.0-11.0 84.2 (0.013) .3.0 (0.006) 37 0007) 

North Dakota 9.7 (0.009) 8.0-11.5 79.1 (0.012) 2.5 (0.005) 8.7 0 009 

New Jersey 9.8 (0.005) 8.8-10.8 82.1 (0.007) 4.9 (0.004) 3.2 (0.003) 

10.1 (0.005) 9.1-11.1 76.9 (0.007) 8.0 (0.005) 5.0 (0.004) 

Hawaii 10.3 (0.010) 8.3-12.3 70.0 (0.015) 3.4 (0.006) 16 3 (0 012) 

Maryia(\d 10.6 (0.010) 8.7-12.5 74.7 (0,014) 6.5 (0.008) 8.2 (0 009) 

lO.e (0.010) 8.6-12.7 73.2 (0.015) 8.6 (0.009) 7.6 0009 

Delaware 11.1 (0.011) 9.0-13.2 76.3 (0.015) 5.6 (0.008) 7.0 (0.009) 

I^if"^® I^-I (0010) 9.2-13.1 80.3 (0.013) 2.6 (0.005) 6.0 (0.008) 

11 -3 (0 006) 10.2-12.4 75.1 (0.008) 9.1 (0.005) 4.6 0.004 

Y^'"^"} (^OH) 93-13-8 78.1 (0.015) 4.7 (0.008) 5.7 (0.008 

Netxaska.. 11.6 (0.010) 9.7-13.6 75.6 (0.013) 4.9 0.007^ 7.9 0 008 

New Hampshire 12.1 (0.012) 9.8-14.3 81.6 (0.014) 1.0 (0.004) 5.4 (0.008) 

J^'O'^^. 12-4 (0010) 10.5-14.3 70.9 (0.013) 5.2 (0.006) 11.6 (0 009) 

Ml990ur, 12.6 (0.011) 10.5-14.7 76.0 (0.014) 6.8 (0.008 4 5 0 007^ 

.Nfr^ork 12.8 (0.005) 11.8-13.8 71.3 (0.007) 11.0 (0.005) 5;0 )o'o03 

il*^^;- 13-3 (0011) 11.2-15.3 78.8 (0.013) 3.6 (0.006) 4.3 (0:006 

^f""flto" 13.3 (0.011) 11.1-15.5 72.9 (0.015) 6.1 (0.008) 7.7 (0.009) 

South Carolina 13.9 (0.011) 18.8-15.9 71.0 (0.014) 6.6 (0.008) 86 (0 009) 

^^'^"f 139 (0011) 11.8-16.0 77.2 (0.013) 3.6 (0.006 5:2 oW 

■; 1^-1 (0013) 11.6-16.7 75.1 (0.016) 3.8 (0.007) 6.9 0010 

North Carolina 14.9 (0.006) 13.7-16.1 73.3 (0.008) 4.2 (0.003) 7 7 0 005) 

South Dakota 15.4 (0.010) 13.4-17,4 73.3 (0.013) 4,4 (0.006) 6.9 (o!oO^ 

?A^°l^y ""^-^ 13.0-17.9 70.9 (0.016) 5.2 (0.008) 8.5 (0.010) 

VStest Virginia 15.9 (0.013) 13.4-18.4 65.9 (0.016) 11.4 (0 011) 6 8 0 009 

Tennessee 16.0 (0.012) 13.6-18.3 69.3 (0.015) 8.3 (0.009) 6.5 (0 008 

^^S"« • 165 (0.011) 14.3-18.6 68.5 (0.014) 6.9 (0.008) 8.1 0 008 

1'-1 (0 014) 14.4 1 9.8 72.1 (0.016) 5,9 (0.009) 4.9 (O^OOS) 

i^^^'^"^ 172 (0.012) 14.8-19.7 67.5 (0.015) 7.6 (0.009) 7.7 (0 009) 

■ 17.3 (0.012) 14,9-19.6 72.9 (0.014) 3.7 (0.006) 6.1 0 008 

Kentucky 17.5 (0.013) 15.0-20.0 67.9 (0.016) 7.9 (0.009) 6.7 0009 

District of Columbia 18.4 (0.014) 15.7-21.1 66.3 (0.017) 10.4 (0.011) 4 1 0 008 

18.5 (0.012) 16.1-20.9 56.6 (0.016) 8.3 (0.009) I6.(i (o!oi2) 

^^.f.^ 18.8 (0.014) 1S.2-21.5 66.6 (0.016) 8.5 (0.010) 6,1 (0.008) 

California 19.4 (0.006) 18.3-20.6 64.2 (0.007) 9.2 (0 004) 7 1 0 004 

Nevada 20.3 (0.014) 17.5-23.1 68.4 (0.016) 2.9 (0.006 8;4 0 010 

^fS'ss'PP' 20.7 (0.013) 18.2-23.3 59.2 (0.J16) 11.4 (0.010) 8 7 (0 009 

20.9 (0.014) 18.3-23.6 67,8 (0.016) 3.1 (0.006) 8.2 (0.009) 

^O''^ 21.2 (0.007) 19.9-22.5 65.1 (0.008) 5.1 (0.004) 8.6 (0.005) 

OWahoma 21.9 (0.013) 19.3-24.5 63.0 (0.016) 6.0 (0.008) 0.1 0 009 

f 22.3 (0.014) 19,6 25.0 59.5 (0.016) 12.6 {o.OII 5 6 \o\o08) 

22.6 (0.014) 20.0-25.3 61.2 (0.016) 9.6 (0.010) 6!6 0 008 

Tex*^ 24.8 (0.007) 23.4-26.0 62.6 (0.008) 5.4 (0.004) 7 2 (0 004) 

NewMexteo 26.3 (0.014) 23.6-28.9 55. 8 (0.015) 7.0 (0 .008) 11.0 (0.010) 

■Results in parentheses are standard errors ~ =^ — 

^nfktonc« intervals (or estimates of the proportion of the State population without health irwurarwe 

^her ifKludes tho Civilian h^lth and Medical Program of the United States. Medicare, or any comlwnation of public and private coverage. 

SOURCE: University of California, San Diego, CA. calculations b^ed on U.S. Department of Commerce, Bureau of the Census. 
March 1988 and 1989 Current Population Survey public use files, 1990. 
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Private Health Insurance Coverage^* 

About 21.7 million U.S. adolescents ages 10 
through 1 8 (70 percent) are covered by private health 
insurance (44). What follows is a review of recent 
trends in private health insurance coverage, the 
limitations of existing data sources on current health 
benefits, the general nature of health insurance 
coverage, and an analysis of benefits provided by 
private health plans. 

Trends in Private Health Insurance Coverage 

The nature of private health insurance coverage 
changed dramatically in the 1980$, and the 1990s 
promise more change. Taking note of some of these 
trends is important because they have a direct effect 
on what piivate health benefits provide. One striking 
development has been the growth of self-insurance 
among the Nation's employers, largely due to the 
passage of the Employee Retirement and Income 
Security Act (ERISA) (PubUc Law 92^104) in 
1974.^^ ERISA freed se^-insured plans from State 
health insurance regulations including State pre- 
mium taxes and State mandates to insurers to 
provide minimum coverage for specific services, 
categories of providers, diseases, or individuals who 
might have difficulty in obtaining coverage (13,27).^* 
There is some evidence that many employers have 
chosen to self-insure to escape the costs and 
administrative burden of conforming with State 
mandates (28). It is not clear whether mandates are 
the principal cause of the shift to self -insurance, but 
it is certain that the potential pool of health plans that 
might be affected by mandates has greatly dimin- 
ished. From the time of ERISA's enactment in 1974 
to 1987, the percentage of employees covered by a 
self-insured employer-sponsored conventional 
health plan rose from about 5 percent to nearly 60 
percent (2^). 

Since the 1970s, many States have enacted 
mandates expanding the health insurance benefits 
provided by traditional commercial health insurers 
and Blue Cross and Blue Shield plans. Between 



1978 and 1988, the number of State-mandated 
benefits grew from 343 to 732 (28). There is now 
growing concern that the onus ol providing ever 
more comprehensive coverage has contributed to 
growth in the population of the uninsured, particu- 
larly among workers (and their dependents) in small 
businesses (42). This concern is reflected in the 
growing number of States that have passed laws 
requiring evaluation of the social and financial 
impact of mandated health insurance benefits (39). 

The way dependents arc covered by employment- 
based health plans is changing, and there is reason to 
be concerned that increasingly higher premium costs 
for family coverage combined with greater cost* 
sharing for dependent coverage may lead to more 
uninsured adolescents and other family dependents. 
About 47 cents of every dollar of health care expense 
incurred by privately insured employees is reported 
to be for the treatment of dependents (57). The 
average monthly cost ^^f family health coverage 
exceeded $260 in 1989 (parents paid an average 
share of $55 to $81 per month for the entire family 
depending on the type of plan) and was ^proxi* 
mately 1 8 percent higier than the previous year (36). 
The ever-increasing cost of health benefits, in 
general, and dep>endent care, in particular, has 
recently moved employers to require parents to pay 
a brger portion of their health insurance premiums 
and to share more of the costs for their dependents 
(9,15,67). From 1980 to 1988, the percentage of 
participants, in medium and large private group 
health plans, required to contribute for family 
coverage increased from 46 to 63 percent (15). The 
U.S. General i^iccounting Office, in a 1988 investi- 
gation of the effects of cost increases on health 
coverage, fourtd that * * some firms provide httle or no 
contribution to dependent coverage" and **for 
Iower-in':ome families, the high cost of family 
coverage can lead to decisions to f-^rgo dependent 
coveragc"(66). Meanwhile, some employers are 
planning to restrict or exclude dependent coverage, 
especially for mental health or substance abuse, 



J*In this discuibion. the tenns private health iiuwmice, private health plans, and group health plans are often used inicrchtiigcably to refer to 
cmploymcnt-haacd group plans rcgardJe«! of sponsorship or financing arrangement (i.e.. conventional plans, self-insured plans, health maintenance 
organizations, etc). 

»5a S€lf4nsured plan is a healU mefit plan in which the financial risi foi provided medical services is assumed by the employer or q>onsor. 

conventional health plan is a traditional indemnity or fco-for-scrvicc health plan that typically reimburses the health provider on a * 'reasonable 
and customary** basis or as billed. 

»7lt is important to be aware that health coverage provided by self-insured employers, health maintenance oiganiiattons (HMOs), and individual family 
plans m ustially not affected by Sute mandates. HMOs are often regulated independently from indemnity carriers and, as noted, self-insured plans ire 
exempt from State insurance regulations. HMOs may be subject to ti^ir own mandated benefit rules. 
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while retaining the benefits for their own employees 
(9,57). 

Equally important has been the rapid growth in 
managed health care. In 1987, niore than 60 percent 
of Americans with group health insurance coverage 
were enrolled in a health maintenance organization 
(HMO), preferred provider organization (PPO), or a 
managed fee-for-service health care plan (27).'^ 
Patients in managed health care plans do not have 
open access to physicians or hospitals and usually 
must obtain prior approval before admission to a 
hospital. HMOs and PPOs may also require that the 
health provider's treatment plan be reviewed to 
ensure that the hospital care is necessary. Patients 
who do not follow the HMO or PPO guidelines may 
face larger out-of-pocket costs or be denied payment 
altogether ( 1 3), On the other hand, case management 
may allow for more flexibility in the care of 
high-cost illnesses. Some managed health care plans 
contain ** individual benefits management" pro- 
grams that allow for payment of otherwise uncov- 
ered benefits, such as home- and communiiy-ba ;Mi 
services, in order to avoid more costly covered 
j services (24). 

Limitations of Data on Private Health insurance 

Comprehensive national data on benefit coverage 
are fairly Umited. Survey data are the principal 
source of information on benefit coverage and have 
several key limitations,^^ Surveys of benefits are 
often confined to health plans provided by medium 
and large private employers and thi s do not reflect 
coverage offered by small employe: s and nongroup 
family plans that are almost always tess comprehen- 
sive and generous than others (41).^^ To date there 



have been no surveys of private health benefits that 
have focused on adolescent needs in particular. 
Because available surveys examine benefits in 
general and do not report whether equivalent de- 
pendent coverage is available, this review must 
assume that survey findings apply to both the 
subscriber and his or her dependents. A notable 
exception, however, is maternity care, which often is 
provided only to the policyholdei* and spouso.^^ 

What Private Healtli insurance Coverage Provides 

Group health plans have traditionally served as 
protection against the major costs of hospital and 
physician-provided ser/ices for the care of acute 
iUness. Most Americans who participate in an 
employment-based group health plan have benefits 
for a wide range of hospital and medical services 
particularly if the subscriber works for a medium or 
large employer. Health benefits surveys by the 
Bureau of Labor Statistics and the Health Insurance 
Association of America show that 90 percent or 
more of employees with en^loyer-based group 
health coverage have health benefits for hospital 
room and board, surgical services, physician visits 
(i.e., for the diagnosis, evaluation, and treatment of 
an illness or injury), diagnostic X-ray and laboratory 
procedures, outpatient prescription dmgs, mental 
health, and substance abuse (see table 16-3). Other 
medical care services, such as routine physical 
exams, preventive diagnostic procedures (e.g., pap 
smears), vision, hearing, dental, home health, and 
extended care are less likely to be covered (see table 
16-3) (31,32,84). 

Most conventional private health plans require 
annual deductibles and coinsurance payments before 



' ^Hcalthfmimefxance organiiaiions (HMOs) arc cnfiiics thai aci as both insurer ai*d providrr of comprehensive but specified medical services in return 
for prospective, periodic pa capita payments. Preferred provider plans (PPOs) arc groups of health providers that contmci with employers, insurers, 
thiid-pany administrators, or other sponsoring groups to provide services on a discounted fce-for-scrvice ba^is; health plan participants who use these 
providers pay lower deductible aud coinsurance payments. A managed fee^f or- service health care plan is a conventional health plan whirh requires 
patients to obtain prior approval before admission to a hospital and prospective utilization review, 

i^wo surveys serve as the principal data sour^ j for this discussion. The most reprcscnlalivc of «nploymcait-bascd group coverage is the Health 
Insurance Association of Americans 1 988 survey of 1 ,665 randomly selected employers who offer health insunmcc to their employees (32). This sample 
represents an estimated 84 percent of those who receive employment-based health insurance from small, medium, and large finns in the private and public 
sectors. Interviews were conducted by telephone. Federal employees and individuals who obtain their own insurance w»c not included (32) Anoihw 
survey, although not representative of smaU firms, is the U S, Department of Labor annual survey of employee benefits in medium and Urge firms that 
IS conducted by the Bureau of Labor Statistics (84.85). In 1988, the Bureau of Labor Statistics survey included a stratified sample of 1.922 private 
nonfarm esubUshments employing at least 1(X) employees (84). Data for the survey were drawn from health plan documcnU collected by Bureau field 
representatives and analyzed by Bureau staff in Washington (84). 

^Medium and Urge firms arc generally those v^th at least 1 00 or 250 cuiployecs. depending upon the industry, and represent approxunaic'y 49 percent 
of die Naiion*s work force (8). Nongroup fanUly plans refer to health insurance plans that are purchased on an individual basis and are isct obtained 
through an employment or other membership group connact. Approximately 10 to 12 percent of individuals covered by private health insurance are in 
a nongroup individual or family plan. 

iiMany privately insured adolcsccnU arc not ehgible for coverage, in part because of a ''loophole'' in the Pregnancy Discnramaiion A^t of : »78 
(Pubhc Law 95 555). See "Maternity Care and Related Services/' below 
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Table 16-3— Two Surveys' Estlmetes of the Percentage of Participants in Employment-Based Group 
Health Insurance With Some Coverage for Selected Benefits, 1988* 









Category of medicdl care 






Survey* 


wl th rovArAoD 


uiaonosiic A-ray ana laooratory 


BLS 


98% 


Hospital room and board 


BLS 


98 


Surgk^ services 








BLS 


98 


Outpatient*^ 


BLS 


98 


Physician visits 






In hospital 


BLS 


98 


In office 


BLS 


98 


Mental healtrv' 






Outpatient care 


HIAA 


95 


Hospital care 


HIAA 


98 



Estimate of 
percentage 

Category of medical care Survey* yyl th coverage 

Prescription drugs* hjAA 93% 

Treatment for substance abuse' HIAA 90 

Home health care» HIAA S6 

Extef :ded care facility^ HIAA 79 

Preveiitive diagnostic procedures , . . HIAA 69 

General ^ntal care* HIAA 37 

Vision* Bl,S as 

Immunization and Inoculation BLS 29 

Routine physical exams blS 28 

Hearing hiAA 27 

Orthodontia* HIAA 27 



*No1s that ampioymant^basad group health oov«rag<. n tha most comprahansiva form of health insur«r>ce. Details on the scope of covereae offered bv 
nongfoup family plans is very limited, although typically such ptans are i<nown to be less generous. v 7 

^Estimates are drawn from 1 988 surveys conducted by either the Health Insurance Association of America (H lAA) or the Bureau of Labor Statistics (BLS) 
Data from the HAA survey are provided when available as they are more representative of emHoyment^ed group coverage; the H lAA sample indudr s 
1 .br,5 randomly selected employers and reflects an estimated 84 percent of those who receive empioyment4iased health insurance from small, medium and 
iar^s firms m the private and public sectors (30). The BLS si^rvey includes a stratified sample of 1 .922 private, nonfarm establishments employing at least 
luu employees (77). r- j v 

^Charges incurred in the outpatient depanmertt of a rK>spita! and outside of tha hospital. 

«^nef its for mental health problems, including diagnosable mental disorders, almost always are more limited than for "physicar* health pft>blems Benefits 
are often subject to one or more of the foltowing restrictions that are separate from other medical coverage: a lim itvxJ allowance of hospital days (e o 30 per 
lifetime) and/or number of outpatient visiu, a maximum celling on total dollars reimbursed, a hig:ier coinsurance rate (e.g., 50 perceni) no oeiling on 
out-of-pocket expenses, and a separate copayment or deductible. ^ « r /. v 

•Benef ite are typic^ly subject to limrtations such as schedjkd dollar allowance and deductibles, copr*yments, and coinsurance requirements that are separate 
from other covered benefits. ^ 

fr^*!!!?.*^ f ^^^^^^ «han tor -physlcar health problems. 0:werage is usually subject to ^parate limitations Induding 

a limited allwance of hosptal daj^ 

a higher coinsurarx» rate, no ceiiuig on out-ofi>ocket exper^es, a separate copayment or d<#ductib*e. and a separate lifetime maximum 

f^i^^t^ ^ !Il'!^u* '^"'^ * ^^'^^^ ^ previously hospitalized and is recovering without need of the e^ensive cars prov ^ed by a general 
hospital. Does not indude hospice care. ' ai 

SOURCE: Office of Technology Assessment, 1991. 



any benefits are paid; although total out-of-pocket 
expenses are often capped at a maximum less than 
$2»000 per yeai (32).^^ Once the insured's covered 
expenses exceed that amount, the health plan pays 
for the fiill cost of any subsequent covered expenses. 
HMO coverage is prepaid and members do not pay 
deductibles or coinsurance although mmimal out- 
patient visit copayments may be required. 

Preventive Services — A numbe. of preventive 
services are typically recommended for adolescents: 
routine physical examinations, immunizations, ind 
certain dia^ostic tests (e.g., hematocrit, urinalysis) 
and preventive procedures including pap smears and 
screening for sexually transmitted diseases for the 
sexually active (62). The likelihood that an adoles- 
cent has preventive benefits depends largely on 
whether he or she is enrolled in a conventional health 



plan or HMO. Whether in an HMO or not, if routine 
physical exams are a covered benefit, ^^verage may 
be limited to a perioJicity schedule such as that 
recommended by the American Academy of Pediat- 
rics,^^ The 1988 Buieau of Labor Statistics survey 
found that only 28 percent of all participants in 
employer-sponsored group health plans were cov- 
ered for routine physical exams, as compared with 
99 percent of HMO members (84). Coverage rates 
for immunizations and inoculations also varied by 
the type of health plan: 29 percent for all participants 
in group health plans and 99 percent for HMO 
members (84). 

Benefits for preventive diagnostic tests and proce- 
dures (e.g., pap smears, mammograms) are also 
related to the type of health plan and, in conventional 
health plans, may be linked to whether the insurer 



deductible IS a spccitK doUar annoiml, usually about $400 per family, that must be paid bcforr a health pU.. begins paying bcQcTm. Coinsurance 
after which tht health plan pays 100 percent of coven^l benefits (36.70). ^ ^ 

»For a diacussion of periodicity schedules for r.atinc health assessments, see ch. 15, -Major Issues Pertaining to the Dciivery of Primary and 
Comprehensive Health Services to Adolescents; ' in this volume ^ y ku rni«ary ana 
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views the procedure as diagnostic. Coverage may 
depend upon whether the physician justifies'' the 
procedure with a sj)ecific suspected diagnosis. 
Benefits for diagnostic laboratory tests are virtually 
universal among medium and large employers (83). 
In contrast, the Health Insurance Association of 
America survey of employer-sponsored group 
health insurance found more limited coverage of 
preventive diagnostic procedures; coverage was 
available in 61, 72, and 98 percent of conventional, 
PPO, and HMO plans respectively (32). 

Mental Health Care — Although coverage of 
mental health services is often provided by employer- 
sponsored group health plans, the benefits for mental 
health problems, including diagnosable mental dis- 
orders, are almost always mo^t limited than for the 
benefits of ''physical" healtii problems (see table 
16-4). While 98 percent of employees in group 
health plans provided by medium and large employ- 
ers have some inpatient and outpatient mental health 
coverage, only 27 percent are covered for inpatient 
mental health as for other illnesses and only 3 
percent have equivalent mental and physical health 
outpatient coverage (84). Mental health benefits are 
often subject to one or more of the following 
restrictions that are separate from other medical 
coverage: a limited allowance of hospital days (e.g., 
30 per lifetime); a limited number of outpatient 
visits; a maximum ceiling on total dollars reim- 
bursed; a lower coinsurance rate (e.g., 50 percent); 
no ceiling on out-of-pocket expenses; and a separate 
copaj^ment or deductible. 

These benefit restrictions clearly have a major 
imp'^ct on the use and overall cost of mental health 
services (25). In fact, the amount of mental health 
services and the settings in which they are provided 
is often determined largely by the extent of reim- 
bursable services (38). More details on benefit 
limitations are describ 3d below. 

Inpatient Care for Mental Health~M^y mental 
health professionals report that inpatient mental 
health benefits significantly influence both hospital 
admissions and length of stay (49). Mental health 
inpatient stays are commonly hmited to 30 or 60 
days per year, compared with 120 or 365 days for 
other hospital stays (84). Among participants in 
employer-sponsored health plans with mental health 
coverage, 45 percent had separate limitations on the 
duration of a hospital stay for mental illness in 1988 
(84). 



Table 16-4- Coverage of Mental Health Care: 
Percent of Full-Tlme Partlclpante in Plans With 
Coverage by Extent of Benefits, Medium and 
Large Firms, 1988 





inpatient 


Outpatient 




mental 


mental 


Coverage limitation 


health care 


health care 


With ooverage . . 


98% 




Covered the same as othiir 






illnesses 


... 27 


3 


Sut>)ect to separate limitations* 


71 


95 


Limit on days or visits 


45 


36 


Per year 


. 36 


35 


Per lifetime 


. . , 2 




Coinsurance limit 


8 


62 




4 


49 


Other** 




14 


Ceiling on out-of-pocket expenses 






cjoes rK>t apply 


... 13 


43 


Separate oopayment or deductible 


... 1 


14 


Not covered 




2 



*Th# total is lAfts than the sum of th« lr>dlyWual items because many plans 
had mora than orw typa of limitation on mental haalth covanaga. 

^ndudas plans with raducad ooinsuranca ot bar than 50 parcant and plans 
whara tha rata of ralmburaamant varlad during tha traatmanl pariod. 

SOURCE: U.S.DapartnnantofLabor.BuraauofLaborStatbtics. Emphyi^ 
B^nwffts in Mmdum and Larg0 Hrms, Bullatin 2336 (Washing- 
ton. DC: U.S. Govarnmant Printing Offioa. 1989) 

TTiere is some evidence that limiting the number 
of allowable mental health days may affect adoles- 
cents and adults differenrly. One study of the 
psychiatric claims of eight companies covered by 
the same insurance carrier found that, given any use 
of mental health services, children and adolescents 
were much more likely than adults to be inpatient 
users (38). They also had significantly longer 
average lengths of stay, were more likely to have 
very long lengths of stays, and had a greater chance 
of incuiring a catastrophically expensive psychiatric 
claim (38). Whether existing mental health and 
substance abuse benefits, which were designed 
principally for adults, are appropriate for adoles- 
cents is not clear. In 1986, the Oregon Health 
Planning and Development Agency was required by 
statute to evaluate the effects of a 1983 State 
mandate to provide insurance coverage of mental 
health and chemical dependency treatment. Hie 
planning agency concluded that the minimum bene- 
fit levels established for adults were * 'wholly 
inadequate for children and adolescents" (59). The 
following year the Oregon legislature enacted a b?ll 
requiring separate, iiigher benefit levels for children 
and adolescents age 17 and younger (58). 

Many observers are also concerned that mental 
health benefits in private health plans that favor 
inpatient over outpatient or community-based care 
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have led to inappropriate hospitalizations and over- 
utilization of inpatient services by some adolescents 
(29).^ One particularl> in-depth look at this issue 
led the researcher to conclude in referring to 
State-mandated mental health benefits that **the 
policies of jurisdictions that seek to discourage 
insurance-c arrier discrimination against persons suf- 
fering from mental health problems may, in fact, be 
perpetuating a pattern of financial incentives that is 
detrimental to the well-being of the population they 
seek to serve" (86). 

Partial Hospitalization — Partial hospitalization, 
also known as day treatment, is an alternative to 
traditional inpatient and outpatient care that pro- 
vides adolescents an alternative to hospitalization 
and a transitional level of mental health services 
after discharge from an inpatient psychiatric unit or 
residential treatment facility. It can be used for 
adolescents who no longer need 24-hour care but are 
not yet ready to reenter school (7), When partial 
hospitalization is available, it can help avoid institu- 
tional placement. In 1986, less than U percent of 
participants in employment-based health plans were 
covered for partial hospitalization (4).^'^ 

Outpatient Care for Mental Health — Coverage 
for outpatient mental health care may be limited m 
a v;jiety of ways. For more than 60 percent of 
paiticipants in health plans surveyed by the Bureau 
of Labor Statistics in 1988, reimbursement for 
outpatient mental health services may not exceed an 
annual dollar maximum (e.g., $750 to $1,0(K)) and a 
coinsurance rate of 50 percent rather than the usual 
20 percent per visit may be required. (The average 
charge for a visit to a psychiatrist was $80 in 1986 
(4).) Thirty six percent of participants in #^mployer- 
sponsored health plans surveyed by the Bureau of 
Labor Statistics have an annual visit limit (84); more 
thar 84 percent with visit limits are allowed more 
than 30 visits each year (4). An annual 50-visit 
maximum is most common (70). Some plans also 
limit visit fees (4,70). Combinations of any of these 
restrictions are common. TTie most common effect of 
such constraints is to cap total mental health 
outpatient coverage at about $2,000 a year (70). 



Eligible Mental Health Providers — Many health 
plans may not cover mental health services that are 
provided by nonphysicians. One employer survey 
found that in 1987 only 15 percent of employers 
provided plans that covered the services of psychol- 
ogists and psychiatric social w^orkers in addition to 
psychiatrists (23).^^ However, most plans accept 
claims filed by a psychiatrist for services provided 
by another mental health professional under liis or 
her supervision (23). 

Annual and Lifetime Maximums — Annual and 
lifetime ceilings on payment for mental health 
services are a common feature of many health plans. 
One survey found that, among employers who 
limited payment for outpatient care, the average 
reported lifetime outpatient payment maximum was 
$20,000 (19). The Bureau of Labor Statistics survey 
found that in 1988 health plans sometimes imposed 
a lifetime maximum (e.g., $50,000) on all mental 
health benefits (84),^^ Lifetime limits on care for 
other types of illness are not only more rare but also 
significantly higher (e.g., $1 million maximum 
reimbursement for all covered expenses) (32), 

HMOs' Mental Health Coverage — It is not known 
how many adolescents belong to an HMO, but it is 
likely that many young people rely on HMOs for 
their mental health as well other health care needs. 
In 1989, there were 491 HMOs with a total 
enrollment of 34.7 million (30). Almost one out of 
five people who are covered by a group health plan 
belongs to an HMO (34), A 1985 HMO survey by 
huerstudy found that abnost all HMOs (99 percent) 
provide some level of mental health coverage and 
about one-quarter offer additional coverage at extra 
cost (37).28 As they are in most conventional health 
plans, mental health services in HMOs are strictly 
controlled. The most common annual benefit imiits 
are 30 inpatient days and 20 outpatient visits (30) but 
some have 30 inpatient days per lifetime. HMO 
copayments, however, are much less burdensome 
than those required by conventional health plans. 
Out-of-pocket payments for inpatient care are rarely 
required and outpatient copayments average only 
$15 per visit (after five free visits) (46). 



2^For a discussion of inpati<int mcntaJ health utilization by adolcsccnlA. sec ch. 1 \, "Mental Health Problems: Prevention axid Service*/* in Vol. II, 
^ This figure is based on American Psychiatric Association tabulations of the 1986 Bureau of Labor Statistics employee benefits survey. 
2*^5 health benefits survey was conducted in 1987 by Fox Health Policy Consultants and included 150 srnall. nricdiuni, and large employers (23). 
^Itiis could easily be spent on 1 year of inpatient treatment 

2*Tbc Intcrstudy HMO survey included 247 plans that were operational for more than 1 year at the end of 19S5 (40). 
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Yet these relatively low fees may be countered by 
other access controls, HMOs typically require a 
primary care physician to approve of specialty 
services, and more than three-quarters of the HMO 
surveyed by Interstudy require members to receive 
primary care physician approval in order to gain 
access to mental health services (40), Twenty -one 
percent of the surveyed plans indicated taking a 
careful screening approach to ** limit entrance into 
the HMO's mental health system/' Nonetheless, 
53 percent reported that they may permit self- 
referral. When access is controlled by a prior 
approval requirement, it is often limited to mental 
health problems that the HMO provider considers 
responsive to treatment within the benefit's time 
constraints. More than half of the surveyed Inter- 
study plans reported that they specifically exclude 
treatment of chronic mental illness, long-term psycho- 
therapy, and psychoscxual disorders from basic 
coverage. Another 17 percent also exclude eating 
disorders (40). 

Current Changes in Mental Health and Substance 
Abuse Coverage Policy — It is important to recog- 
nize that employer and insurer attitudes toward 
coverage of mental health and substance abuse 
treatment (see below) are in flux, especially with 
respect to adolescents. In the last decade, utilization 
of benefits for mental health and substance abuse 
caie grew dramatically, particularly among adoles- 
cents ( 1 2).^ As benefits rapidly became widespread — 
coverage for treatment of alcoholism almost doubled 
from 36.2 percent of participants in employment- 
based health plans in 1981 to 70 percent in 1986 — 
expenditures soared. Employers spent $207 per 
employee for mental health benefits in 1988 (14). 
One Blue Cross and Blue Shield plan. Independence 
Blue Cross of Philadelphia* experienced a 57- 
percent increase in admission rates for substance 
abuse treatment in 2 years, while its expenditures for 
inpatient substance abuse treatment increased more 
than four times, from $4 million to $18.5 million (5). 



Claims for mental health and substance abuse 
treatment services can now make up as much as IS 
to 20 percent of an employer*s health care dollars — 
most of it for adolescents (6). One study of the health 
insurance claims of a large corporation found that 
60 percent of mental health expenditures were for 
nonspouse dependents^ (64). A study examining 
the experience of more than 200,000 employees 
covered by Metropolitan Life Insurance found the 
average expense per inpatient mental health admis- 
sion for nonspouse dependents was $1 8,036 in 1988, 
almost twice the cost for employees and their 
spouses (12).^^ Inpatient treatment costs for sub- 
stance abi:se were also substantially higher for 
nonspouse dependents than for adults. As a resuh, 
many employers and health insurers are reconsider- 
ing how and whether to cover mental health and 
substance abuse treatment for dependents. A recent 
survey of corporate benefits decisionmakers found 
that more than half predicted restricting or excluding 
coverage for dependent mental health or chemical 
dependency illnesses (57).^^ 

Substance Abuse Treat ment^^ — Although 
health coverage for the treatment of alcoholism and 
drag abuse has traditionally trailed behind coverage 
for other illnesses, it has become much more widely 
available in recent years. It wasn't until the mid- 
1960s that limited coverage for alcoholism treat- 
ment was offered by a few commercial health 
insurers (50), Now the majority of participants in 
group health plans have some level of substance 
abuse benefits whether covered by a conventional 
plan (87 percent), an HMO (98 percent), or a PPO 
plan (93 percent) (32), 

Coverage for both alcohol and drug abuse treat- 
ment, like that for mental health problems, is usually 
subject to special limitations. Employer-sponsored 
health plans most often cover short-term inpatient 
detoxification and frequently cover inpatient reha- 
bilitation and outpatient treatment as well, though 



29For funhcr discussion of adolescent mental health utilization, sec ch, 11. "Mental Health Problems: Prevention and Services/* in Vol. 0. 

Nonspouse dependents were primarily children under |9 years who have never miarricd but also iiKtuded full time college students age 19 to 24 
and any unmarried dependents who were physically handicapped or mentally retarded. 

^'Nonspouse dependents were found to be principally adolescents a^es 11 to 19. * * 

■'^This survey was conducted by the group insurance division of Northwestern National Life Insurance Co. and included 400 companies repiescnti^g 
3.9 million workers (57). 

^^AdditionaJ information on substance abuse treatmcni is presented in ch. 12, *' Alcohol, Tobacco, and I>nig Abuse Prevention and Services/* in Vol, 

11 
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Table 16-5— Coverage of Alcohol Abuse Treatment: Percent of Full-Tlme Participants 
in Plans With Coverage by Extent of Benefits, Medium and Large Firms, 1988 



Coverage limitation 

With coverage 

Covered the $ame as other iHnesses 

Covered the same as mental illness 

Subject to separate limitations* 

Limit on days 

Per year 

Per confinement 

Per lifetime 

Limit on dollars 

Per day 

Per year 

Per lifetime 

Coinsurance limit^ 

Ceiling on out-of-pocket expenses does rx>t appfy — 

Separate copayment or deductible 

Other llmitationsfl 

Without coverage 



Inpatient Inpatient Outpatient 

detoxification* ^ rehalt>!litatlon*<^ care* *^ 
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16 


15 
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13 
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5 


10 
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1 
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1 


5 


22 


16 



NOTE: B«caus« of rounding, sums of individual it^s may not «qual totals. 

*Ov»raH. tha Buraau of Labor Statistics aatimatas that 80 parcaot of fuli-tima participants in health plans provided by 
madium and larga firms hava alcohol abusa traatmaot banafits. Tha parcants shown in this tabia apply to thosa 
partictpants who hava banaf its. So. for axampio, 95 parcant of tha 80 parcant of thosa participants who havs aicohol 
abusa banaf its ara covarad for inpatiant datoxtfication. 

^Oatoxif ication Is tha systarnatic use of madicatKxi and othar mathods under madical supervision to reduoa or aliminato 

tha affacts of substanca abusa. 
^Rahabilitation is daaignad to attar abosiva behavior in patients onca thay ara fraa of acuta physical and mental 

complications. 

dthis category induOes traatmant in ona or mora of tha following: outpatiant dapartmant of a hospital, rasidantial 
treatment cantar. organized outpatiant dinic, day-night traatnrNint oantar, or doctor's offioa. If banafits diffarad by 
location of traatmant, doctor's office cara was tabulatad. 

^Tha total is laas than tha sum of tha individyal items bacausa soma plans containad mora than one type of limitation. 

^Coinsuranca rata is lowar than that applying to othar madical services. 

9This category indudas plans whara oovaraga was subjact to overall deduct ibias or maximum dollar announts that 
diftarad from thosa for other madicaJ services. 

SOURCE: U S. Dapartmant of Labor, Bureau of Labor Statistics. Emptoyaa BeneHts in Medium and Larg^ Ftrms, 
Bulletin 2336 (Washington, DC: U S, Govamment Printing Office, 1989). 



not to the extent of other illnesses and ahnost always 
with limitations (see tables 16-5 and 16-6).^^ In 
1988, among full-time participants in health plans 
with drug or alcohol abuse coverage, approximately 
95 percent had inpatient detoxification benefits, 
about 78 percent had inpatient rehabilitation bene- 
fits, and 8 1 to 84 percent were covered for outpatient 
care (84). 

Although benefits for substance abuse treatment 
may be subject to the same restrictions as mental 
health care» they are most often provided under their 
own separate limitations including a limited allow- 
ance of hospital days for detoxification or rehabilita- 
tion, a restricted number of outpatient visits, a 
maximum ceiling on total doUars reimbursed, a 
lower coinsurance rate, no ceiling on out-of-pocket 
expenses, a separate copayment or deductible, and a 



separate Ufetime maximum. It appears that benefits 
for alcohol and drug abuse treatment are very 
similar; little difference in the scope of coverage for 
the two can be found in the results of the Bureau of 
Labor Statistics survey. 

HMO benefits for alcohol and drug abuse treat- 
ment are as strictly controlled as they are for mental 
health. Almost one-third of HMOs provide benefits 
only for the strict purposes of detoxification and 
emergency drug abuse care (46). Interstudy*s 1985 
survey indicates tt at hospitalization, when provided 
at all, is most commonly limited to 34 days for 
alcohol and 36 days for drug abuse treatment (per 
benefit period) (37). Most plans allow 28 outpatient 
visits for alcohol abuse treatment while few report 
specific limits on ambulatory drug*related care (40). 



^Detoxification is the systematic use of medication and other methods under medical supervision to reduce or eliminate the effects of substance abuse. 
Rehabilitation is designed to alter abusive behavior in i>atients once they are free of acute physical and mental complications (S4). 
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Table 16-6— Coverage of Drug Abuse Treatment: Percent Full-Time Participants In 
Plans With Coverage by Extent of Benefits, {Medium and Large Firms, 1988 



Coverage limitation 


Inpatier^ 


Inpatient 


Outpatient 


detoxification* ^ 


rehabilitation* «^ 


care* ^ 


With oovAfaoa 




/ / VO 


Oi To 






\S 


1 f 


doVOrAH tHA ftAfTiA Aft r*vintal {(InACe 


7 


c 
p 


4 a 

lo 


Subiect to seoaratA limit Ation<i* 




CO 

Do 


Ad 


Limit on days 


61 

H f 


HO 


£ 1 




£.K> 




20 


Per oonfinennent 




17 




Per lifetime 


15 


16 


6 


Limit on dollars 


21 


19 


27 


per day 


1 


^1 


6 


Per year 


9 


7 


19 


Per Hfetime 


16 


16 


11 


Coinsurance limito 


7 


6 


13 


Ceiling on out-of-pocket expenses cioes not apply . . 


5 


5 


10 


Separate oopayment or deductiWe 


1 


1 


6 
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23 
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NOTE: B«causo of rounding, sums of individual Items may not equal totals 

^Ovafall. th« Bureau of Labor Statistica •stimatas that 74 parcant of fulhtima participants in health plana providad by 
madium arxi large firms have drug abuae traatmant benefits. Tha p«roan1» shown in this tabia apply to thosa 
participants wt>o have banaf Ita. So, for ajtampla, 96 peccant of tha 74 percent of thosa partiapants* who have drug 
abuaa benefits are covarad for inpatient datoxif icetion. 

^Datoxification is t ha syatamatic usa of rr»adication and othar ^T>at^ ,, ^ under medical supervision to r^iJuca or •liminata 
tha effects of subetanca abuae. 

^Rehabilitation is daaigned to altar abusive bahavior In pattants onca they ara fraa of acuta phy:Jicat and mantal 
complicatiorvs, 

^is category indudes treatment in one or mora of the foltowing: outpatient dapartment of a hospital, ras»dential 
traatmant center, organized outpatient dinic, day-night traatment centar, or doctor's office. If be:iefits diffarad by 
location of traatnnent, doctor's office care was tabulated. 

*Tha total is laas than tha sum of tha individual itams bacausa many plan* had mora than on« ty^:)a oi llmitat'o.i. 

^Ijbss than 0.5 percent. 

gCoinsurance rate is lower than that applying to othar madical sarvlces. 

^Tbis category includes plans wf^ra oovaraga was subjact to overall deductibles or maximum dollar amounts that 
differed from thoae for othar madical sarvicas. 

SOURCE: U S Department of Labor. Bureau of Labor Statisttcs. Emptoyaa Barre/^te in M^um and Larg^ Firms, 
Bulletin 2336 (Washington. DC: U.S. Govammanl Print ng Offica, 1989). 



Maternity Care and Related Services^"*— Al- 
though private health insurance coverage of prenatal 
and maternity care is generally comprehensive, 
many privately irsured adolescents are not eligible 
for coverage, in part because of a '*loophole* " in the 
Pregnancy Discrimination Act of 1978 (Public Law 
95-555). 

Pregnancy and Childbirth — Since the enactment 
of the Pregnancy Discrimination Act of 1978 (Public 
Law 95-555), almost all employment-based health 
plans provide matemit>' care benefits (35).^*^ The 
Pregnancy Discrimination Act, which amends the 



Civil Rights Act of 1964 (PubUc Law 88-352), 
requires that employment-based health plans cover 
pregnancy, childbirth, or related medical conditions 
as they cover other medical care. Neverthicless, 
approximately one-third of privately insured axloles- 
cents are not covered for maternity-related services 
by their parents* employment-based health plan 

(1).37 38 

This situation is in part due to a ** loophole* * in the 
Pregnancy Discrimination Act that affects adoles- 
cent daughters of privately insured parents more 



'^^Maternity care is used here lo refer to prcnataL delivery, and postpartum c^c 

^HcaJih coverage provided by small employers is an exception; approxmiaicly 1 1 percent cf employee groups under 25 do not provide maternity care 
benefits. Tbe Pregnancy Discrimination Act docs not extend to nongroup policies or employees of Hmw with 15 or fcv^er employees whac matcnuiv 
coverage is often limited or not available at all (1). 

^This estimate is based on the Alan Guttmachcr Lwiitute^s caJculabons of dam from the 1 984 »urcau of Labor Statistics survey of employee bcocfiis 
in medium and large fmm. 

^Lark of maternity coverage appears to be a chtical issue for a significant proportion of the uninsured. One study found that 40 percent of hospital 
panents who arc sclf^-paying or not billed for care arc rccipiOTts of maternity care; how many arc adolescents is not clear (61 ) 
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Photo ct^: March of Dim0S Birth M^cts Foundation 

Approximately one-third of privately insured adolescents are not covered for niaternity-related services by their 

parents' emp*oynr)ent-based health plan. 



than any other gioup.^^ The Pregnancy Discrimina- 
tion Act's regulations, in referring to dependents 
other than spouses, state that employer-provided 
health **insurance does not have to cover the 
pregnancy-related conditions of other dependents** 
(29 CFR 1985 ed. 1604, App.)- 

In many States, the loophole can be overridden in 
cases of pregnancy complications. Twenty six 



States mandate that regardless of whether an indi- 
vidual has coverage for normal pregnancy, insurers 
must cover pregnancy complications in the same 
manner as any other illness (1)/*^ Thus, for an 
ectopic pregnancy, for example, adolescent mothers 
who are otherwise not eligible for maternity benefits 
but are privately insured through a parentis policy 
can get coverage for necessary care. The States 
typically provide some guidance to health plans as 



^^Oie thai 10 States (IUiiv)is, Maine, MarylaDd, MasfiachuActts, Minncsou, New Jersey^ New York, Ohio, Virginia, and Wisconsin) have mandated 
that the rrquireincntji of the PregDAncy Discrtminatioo Act also extend to nonspouse dependents (e.g.. adolescent mothers). (Virginia's mandate is limited 
to children who have bea raped or females under 13 years who have been victims of or incest,) 

^ote thai two States limit this requirement to group poUcies and two odicrs limit it to nongroup policies (1). 
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to what con.«titutes a complication of pregnancy but 
case-by*case decisions are usually made by the 
insurance carrier (1). 

When a pregnant adolescent dependent has pri- 
vate health coverage for maternity care, she is not 
treated differently from any other pregnant health 
plan beneficiary. Maternity benefits are rarely sub- 
ject to special limitations, but standard coinsurance 
and deductibles are required. In some plans, the 
number of postpartixm hospital days may be re- 
stiicted (1), In addition, some important tests and 
procedures (eg,, Rho-gam,"^^ inpatient well-baby 
care) may be excluded fro^^i coverage (1). 

Waiting periods and preexisting condition exclu- 
sions may be required in some health plans and are 
especially signific<mt in maternity care given the 
crirical importance of early prenatal medical atten- 
tion Forty-five percent of employees of medium and 
large firms are not eligible for health benefits until 
after completing some period of service, usually 3 
months or less (84). Consequently, adolescents who 
become pregnant, before or shortly after a oarenfs 
job change, may not be covered for prenatal care, at 
least during the first trimester of pregnancy. 

Waitmg periods for preexisting conditions can 
also limit or even eliminate maternity coverage if 
conception occurred previous to the effective date of 
the health policy. The 1984 Bureau of Ubor 
Statistics survey found that almost 60 percent of 
health plan panicipants were not covered for preex- 
isting conditions for 10 or more months after health 
coverage starts (1). It is not clear how many 
adolescent mothers lose access to maternity cover- 
age as a result. 

It is importmit to note that the newborn infants of 
privately insured adolescent mothers are especially 
at risk for being uninsured, in 1987, the Alan 
Guttmacher Institute surveyed Blue CYoss and Blue 
Sliield plans and leading commercial insurers re- 



garding maternity end newborn health coverage 
(1),"*^ The survey's results indicated that almost 70 
percent of the health plans did not cover newborns 
of nonspouse dependents (e.g., adolescent daugh- 
ters). Thirty percent of the plans covered neither the 
adolescent mother for her maternity-related care nor 
her newborn. 

Abortion Services — Although there are no data 
describing private health coverage of abortion, it 
appears that some health plans may exclude it. At 
least eight States (i.e.» Idaho, Kentucky, Minnesota, 
Missouri, Nebraska, North Dakota, Pennsylvania, 
and Rhode Island) have mandated some restriction 
of pnvate health insurance benefits for abortions 
(33). Four States (i.e., Idaho, Kentucky, Missouri, 
and North Dakota) require that coverage be provided 
only on an optional basis and at extra cost.^^ 
Nebraska, Pennsylvania, and Rhode Island prohibit 
abortion coverage in health plans provided to pubUc 
employees; however, they allow exceptions when 
the mother's life is threatened.'*^ Pennsylvania and 
Rhode Island aJso allow coverage for public employ- 
ees in cases of rape or incest.^"^ Minnesota prohibits 
a State mandate for HMO abortion coverage unless 
the mother's life is threatened (33). 

The Pregnancy Discrimination Act does not 
preclude coverage, but it specifically relieves em- 
ployers of any obligation to provide abortion bene- 
fits except where the life of the mother would be 
endangered if the fetus were carried to term, or 
except where medical complications have arisen 
from an abortion" (Public Law 95-555). If abortion 
coverage is provided, however, **the employer must 
do so in the same manner and to the same degree as 
it covers other medical conditions'' (29 CFR 1985 
ed, 1604, App.). 

Each year since 1982, the Federal Government 
has prohibited funding for abortion in the Federal 
Employee Health Benefits Program except when the 
life of the mother would be endiuigered if the fetus 



A Rho-fiam rRho immune globulin immuniTation) is ifvl!r;*ir<l for Rh r>rgftt!vf pr^gnanf wcymcn to prevent the fozTr^tion of anlibt,die& aRAinst the 
fcius thai can cause a miscarriage or siiUbiith (1). 

-*2Thc Alan Guttmacher Institute jwuvcy was conducted in early 1 987 and included 1(X) leading commercial group health insurers and all the Nation's 
Blue Cross and Blue Shield plans; the response rate was 73 percent (I). 

^^The Pennsylvania regulation requirmg an additional premium for abortion coverage wa^i found to be unconstinjtional m Federal court [Amtrican 
Colltj^e of Obstetricians v. Thornberfi m F2d 283. 303 [3rd Cir J984]]. The State contmues. however, to prohibit abortjon as a ^^hasic'" benefit and 
requires that coverage for induced abortions be offered only on an optional basis 

^A 1984 Federal court decision mled that Rhode Island could not direct municipalities from withholding funds for abtmion coverage but the Stale 
may (and does) prohibit abortion covemgc for State employees. 

^^Rhodc Island's regulation mandating that coverage be offered only as an optional benefit and at extra cost was struck down as unconstitutional by 
a Fcdcraj court decision. National Education Association of Rhode Island et al v /. Joseph Garrahy et al in 1984 (598 F, Supp.1374. 1984). 
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were carried to term (Public Law 100-202, Title V, 
Sec. 517, 1987), 

Contraception — Although health benefit survey 
data do not provide specific details on family 
planning coverage, son;e inferences can be drawn 
from available infonnation on preventive services 
and prescription drugs. The typical adolescent fam* 
ily planning visit consists of several components, 
including a pelvic examination, pap smear, sexually 
transmitted disease screening, counseling, and pos- 
sibly a prescription for a birth control drug or device. 
Since private health plan benefits for routine physi- 
cal exams and related tests are often not covered, 
except in an HMO setting, it is less likely that such 
a visit would be reimbursable unless the claim was 
associated with a diagnosis (e.g., nonmenstruiil 
bleeding). The laboratory tests would always be 
covered if they were interpreted by the insurer as 
**diagnostic" raiher than preventive. Prescription 
drug benefits iu*e available to 93 percent of partici- 
pants in employee-based health plans. Thus, most 
privately insured adolescents probably have cover- 
age for birth control pills. Whether birth control 
devices (e.g., diaphragms) are covered by most 
health plans is not known. 

Di^ntat Care — In 1988, 37 percent of participimis 
in employer-sponsored group health plans had 
general dental care coverage and 27 percent were 
covered for orthodontic expenses (32). Most of these 
plans include benefits for preventive care, such as 
routine examinations and X*rays, and restorative 
procedures (e.g., fillings, periodontal care)- 

Dental benefits are typically provided with sepa- 
rate annual dollar maAimums, deductibles, and 
coinsurance requirements. In 1988, the most com- 
mon annual maximum benefit was $1 ,000. Coinsur- 
ance requirements often depend on the type 
procedure. The less costly procedures (e.g., exami- 
nations. X-rays) are usually covered at a higher rate, 
tj'pically ranging from 80 to 100 percent of the 
**usual, customary, and reasonable'' charge (84). 
Expensive procedures, including orthodontia, are 
commonly limited to a 50-percent maximum. Pay- 
ment for orthodontia is also frequently restricted to 
a lifetime maximum of no more than $1,000 per 
child dependent (84). 



Ijong-Term Care for the Chronically III or 
Disabled — In 1987, a survey focusing on private 
health insurance coverage of chronically ill children 
younger than 1 8 years old was conducted for the first 
time (24).'*^ The findings are summarized below. 

Ancillary Services. Equipment, and Supplies — 
The researchers concluded that the basic therapeutic 
needs of chronically ill children are not always met 
by employment-based health plans (24). Physical 
therapy, speech therapy, and occupational therapy 
were covered by 89 percent, 77 percent, and 57 
percent, respectively, of the surveyed health plans. 
In some benefit plans, these therapies were only 
available for shon-term rehabilitation purposes. 
However, many ancillary medical services, such as 
diagnostic X-ray and laboratory services, medical 
supplies and medical equipment, and outpatient 
prescription drugs were covered by more than 90 
percent of the surveyed health plans. Benefits for 
nutritionists' services were rarely available and 
coverage was restricted to physician prescriptions 
for purposes other than weight loss or control. 

Umg-Term Care — Traditional benefits for long- 
term care, such as institutional care, visiting nurse, 
and home health aide services are usually rather 
limited if available at all (24). Most of the health 
plans surveyed restrict the number of in-home nui se 
and home health aide services; only one-third 
provided for a limited stay in a skilled nursing home 
facility. Yet health insurance coverage of high-cost 
illnesses and conditions that require long-term 
attention is evolving. Many insurers and employers 
have introduced m ^re comprehensive coverage that 
includes skilled nursing, home health aides, physical 
therapy, respiratory therapy, and benefits for medi- 
cal social work, in order to contain the more 
expensive costs of institutionalization* Sixty-nine 
percent of the surveyed health plans took this 
approach, although the number of covered visits for 
most of the plans was limited to 90 visits per year. 
Home care benefits are often provided as a substitute 
for hospitalization and are usually not reimbursable 
unless they help rexluce or avoid a stay in a more 
costly instimtion. Sometimes home care benefits are 
provided only in order to cut short an ongoing 
hospital stay. 



^This survey included 150 employers including 50 small (0 to 100 employees), 46 medium (101 to 500 employees), and 54 large (nwrc than 500 
employees) firms chosen at random from the Dun and Bradstreet V S. Business Directory and the Business Insurance Directory (24). 
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Some health plans reflect a new flexibility in the 
coverage of costly chronic conditions and now 
include provisions for * 'individual benefits manage- 
ment*' (24). These new health plan provisions allow 
for payment of otherwise uncovered home- and 
community-based services as long as the total cost 
of providing care is less than the cost of more 
expensive covered services. Half of the surveyed 
health plans either had such a program or allowed it 
on a case-by-case basis when requested by a 
physician or family member even if the provided 
services were not explicitly covered. 

Nonphysician Providers and Alternative Set- 
tings — Private health insurance coverage is princi- 
pally oriented towards payment for physicians and 
physician-supervised or physician ordered services. 
Data describing coverage of nonphysician nioviders 
is sketchy at best. How nurse practitioners, psycholo- 
gists, clinical social workers, drug addiction coun- 
selors, and other nonphysician health care providers 
are paid for their services can be key to developing 
additional low-cost community adolescent health 
resources. While many States allow these providers 
an expanded scope of nractice, they may face 
obstacles in getlmg direct reimbursement for their 
services whether they practice in a traditional health 
care setting or elsewhere. Although many Stales 
mandate private health insurance coverage of some 
nonphysician providers, especially psychologists, 
social workers, nurr.e practitioners, and clinical 
nurse midwive:>, it is not clear how many health 
insurance plans allow for direct payment for their 
services since a substantial percentage of employment- 
based health coverage is free from State insurance 



regulation (sec earlier discussion of the Employee 
Retirement and Income Security Act). 



Medicaid Coverage 



47 4S 49 



An estimated 4.58 million U.S. adolescents ages 
10 through 18 had Medicaid coverage at some point 
in time during fiscal year 1988.^ Although nearly all 
adolescents with Medicaid coverage live in far vit; 
with incomes below the Federal poverty level, poor 
adolescents are still more likely to be uninsured than 
others. In fact, in calendar year 1988, one out of three 
poor adolescents, more than 1.7 million overall, had 
neither Medicaid nor private health msurance cover- 
age. An additional 932,0(X) adolescents whose 
families lived just above the poverty level (i.e., from 
100 to 149 percent of the Federal poverty level) were 
also without coverage.^' 

Instead of being regarded as a single program, the 
Medicaid program may be more aptly described as 
a confederation of 50 State programs. Although 
Federal guidelines determine broad eligibility and 
coverage criteria, each Slate designs and manages its 
own Medicaid program. Consequently, eligibility 
requirements, services offered, utilization limits, 
and provider payment policies vary widely among 
the States. How well Medicaid covers poor adoles- 
cents depends to a large extent on these State- 
specific features and, thus, they are the focus of this 
review. The State-specific information reported 
here, unless noted otherwise, is based on a 1989 
survey of State Medicaid benefits and eligibility 
policies, conducted by Fox Health Policy Consult- 
ants and McManus Health Policy, Inc. {4S).^^ 



^jFor a more m-dcpth discussion and review of the complex rcKuhinons govcnniig Medicaid cligibiliry and cx>vcrage. sec the /^eduaiJ Sourrr Book 
Background Data and Analysts ((>9). 

«Eveo' Stale but Anzona participates m the Medicaid progiarvi Anzona provides federally fur>ded medical assistance through a dcmoa.tiafon 
program that has received waivers of certain Medicaid requirements The Anzona Medicaid program is not iiKluded in this review. 

*The Distnct ol Columbia is included in any data suramanzing State Medicaid prtjgrams 

estimate was developed for OTA by the Office of the Actuary. Health Care Financing AdmumtratioD (HCFA). U.S. Department Health arKl 
Human Sei^'.ces. and includes a!i ii^lividuals eve,-eu,oliod in fiscal year 1988. HCFA estimates thAt children in the AFDC program are enrolled for an 
average of 9 riionth.s dunng a fiscal year (sec app. C in this volume for details on HCFA's method of estimation). In contmst dau from the Much 1989 
Current Population Survey, a household- base« sur^'ey of nonmstjtutionalized persons, found that 2.96 Tiillion adolescents had Medicaid coverage only 
m calendar year 1988. An add.aonal 23 to 25 percent had both Medicaid and private coverage in 1988 according to the Current Population S^ey. 
^^^J'This number is hase^ on estimates from the U S Ccisus Bureau's March 1989 Current Population Survey developed by Richard Kronick for OTA 

"niis Medicaid survey was supponed by a grant (# MCH-063500) from the Bureau of Matera«l and Child Health and Resources Development and 
the Bureau of Health Care Delivery and Assistance. Health Resources and Services Administration. PubUc Health Service. U.S. Departmait of HcalA 
and Human Services The survey was conducted by telephone in the spring cf 1989 and focused on selected mandatory and optional Medicaid services 
cntical to adolescents An attempt was made to interview each Sutc's dir^ r of Medicaid cover^e poUcy, If .hat person was unavaiUble. a deputy 
or other responsible individual was contacted Dra^t summary jib\^, of the . u vcy findings were returned to the State Medicaid director for their review 
and comment. 
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Table 16-7— Estimated Medicaid Enrollment and Expenditures, by Age Group, 

Fiscal Yean 988 



Estimated 

number of Average Estimated Percent 

enroiiees* cost per expenditures of total 

Age group (in millions) enroilee'* (In millions) program costs^ 



0-5^ 6,048 $ 669 $ 4,046 8.^% 

6^14 5,417 445 2,411 5.0 

10-18 4.583 725 3,322 6.9 

15-20 2.737 1,109 3,035 6.3 

21-24 6.642 1,939 12,879 26.6 

45-64 2.079 3,627 7,541 15.6 

65 and over 3.779 4,899 18,513 38.2 

All ages 26.702 $1,814 *5^»^25 100.0% 



^Numbers ot individuals ev«r enrolled In fiscal yoar 1 9BS. 

^Oo6ts p«r anrollee woro calcuiated basod on th« number cf indivkiuais evtinr enrolled in Medicaid in ti&ca! year 1988 
^Percentages may not total 100 due to rounding. 

^In 9omm States, expenditures for newborn infants may assigned to the mothef . 

SOURCE: Office of Technology Assessment. 1991 , based on unpublished HCFA-2082 data on Medicaid enrollment 
and expenditures in fiscal year 1 988 from the Office of the Actuary. Health Care Finanang Administration, 
U.S. Department of Health and Human Services. Baltimore, MD. June 1990. 



Throughout this review, it is critical that the 
reader keep iri mind that what is described are State 
policies, nor actual availability of services. It is well 
estabUshed that despite the features of Medicaid that 
have enabled some poor children and adolescents to 
gain access to health care, this access is often 
con.strained by both Federal and State Medicaid 
policies and requirements. 

Who Pays for Medicaid? 

Medicaid is a joint Federal-State entitlement 
program and its costs are shared by Federal and State 
governments. The Federal share in each Staters 
Medicaid program ranges from 50 to 80 percent and 
in fiscal year 1990 total expenditures were projected 

total approximately $70.5 billion (71). Federal 
funds account for 56.9 percent of total Medicaid 
program expenditures, an estimated S40.2 billion m 
fiscal year 1990 (71). 

Medicaid Expenditures on Adolescents'^ 

Actual data on Medicaid expenditures for adoles- 
cents are not available. Using vendor payment data 
from a sample of 35 States, however, the Health Care 
Financing Administration (HCFA) has estimated 
that fiscal year 1988 national Medicaid expenditures 
for adolescents ages 10 to 18 totaled approximately 



$3,322 bilhon; about 44 percent of this was spent on 
10- to 14-year-olds and 56 percent on 15- to 
1 8-year-olds (8 1 ). Overall, adolescents ages 10 to 1 8 
made up 17.1 percent of Medicaid enrollment and 
6.9 percent of overall Medicaid expenditures in 
fiscal year 1988 (see table 16-7). 

Table 16-8 shows tlie allocation of fiscal year 
1988 Medicaid expenditures by type of service. 
Hospital inpatient, pnvsician services, and interme- 
diate care facilities for the mentally retarded (ICF/ 
MR) accounted for more than half of all Medicaid 
expenses incurred for adolescents. Although the 
distribution of costs for younger adolescents (10- to 
14-year-olds) v. cider adolescents (15- to 18-year- 
olds) was similar, per enrollee expenditures were 
almost three-quarters higher for older adolescents 
tiian for the younger group. Per enrollee costs for 
family plaiL^iing, hospital inpatient, ICF/MR home 
health care, inpatient mental health, and physician 
services were subst;uiually higher for to 1 S-year- 
olds than for younger adolescents. 

Wtiich Adolescents Are Eligible for Medicaid? 

One reason that so many poor adolescents arc not 
covered by Medicaid is that eligibility has generally 
been linked to participation in the AFDC cash 
welfare program (69). AFDC eligibility hinges not 



^^Tbcsccfitimalcs were developed by the Office of the Actuary, Health C^xt Financing Admimstrauon (HCFA). U.S. Department of Healthi and Hunaan 
Services and were Ijased on fiscal year 1988 HCFA-2082 (vendor paymcn!) data for Alabama, Alaska, Aitans&s. Colorado, District of Columbia, Florida, 
Georgia, Idaho. iUinois. Iowa, Kan&as, Louisiana, Maine, Maryland, Massachusetts, Mississippi, Montana, Maine, Nevada, New Jmey. New Mexico. 
New York, North Carolina, North Dakota. Ohio. Oklahoma, Oregon, Rhode Island, South Carolina, South Dakota, Ttni>cssee. Ttji.^s, Utah, Virginia, 
and West Virginia (81), EnroUee data irvclude all institutionalized and noninslinuionalized individuals ever enrolled in Medicaid during HscaJ year 1988. 
For further details regarding HCFA's method of estimating Medicaid eru-ollccs and expenditures, see app. C in this volunae 
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Table 16-8— Estimated Medicaid Expenditures on Adolescents Ages 10 to 14 and 15 to 18 by TVpe of Service 

Fiscal Year 1988 - 

Estimated expenditures Estimated costs 

(in millions) Percentage of total oosts' per onrollee" 

Type of service 10-14 1S-18 10-18 10 14 15-18 10-18 10.14 15.13 

Hospital (general)' $ 421 $ 667 $1,088 28.7% 36!o%~~3Z8% $159 $346 

Hospital (menta. health) 155 193 348 10.6 10 4 10 5 58 100 

Internnediate care facility for the mentally 

retarded (ICF/MR) I45 252 397 9.9 13.6 12 0 55 131 

Intermediate care facility/other 7 4 n 05 02 0'» 3 2 

Skilled nursing facility 29 30 59 2 0 1 6 1 8 11 15 

Physician services 172 210 382 11.7 11.3 11 5 65 109 

DentaJ services 73 55 128 5.0 3 0 3 9 28 28 

Other practitioners 25 19 44 , j |J J-^ J» f 

Hospital outpatient 154 153 307 10.5 8 3 9 2 58 79 

Clinic services 63 53 116 4.3 2.9 35 24 28 

Hon» health care 17 20 37 12 11 n e 11 

Family planning 3 13 ig 0.2 0 7 05 1 7 

LaWradiology 2e 36 64 1.9 1.9 19 n 13 

66 5.2 3,6 4:3 29 34 

EPSDT- 10 5 15 0,7 0 3 0 5 4 3 

Rural health clinics 1 1 2 — • — • _ • 1 1 

^.J'^^f*^* 89 76 165 6.1 4.1 5.0 33 40 

— $1.468 $1 854 $3.322 100.0% 100.0% IQO.0% $552 $963 

*P«rc»ntag»« may not lotal 100 because o( rounding. ' " " ~ 

^.^^'^IT'^'L** losing Ih. following estimate ot indivKJuals ever enrolled in fiscal year 1988; 2,657 million 10- to U-year^W* and 1.926 

Sol'Tiil?^ ^'^^ c 0^ 9»^^a'. acute care hospiiate if the unit is not administratively separBt* for billing purposes 

^arty and Penod>c Screaning, Diagnosis, and Treatment program benefit screening costs only h~ r~ 

*tfies than 0.5 percent, 

SOURCE: Wioe of Technolgy A5sessr^^^^ 1 991 . based on estimates from un^AJblished HCFA-20a2 data on Medicaid enrollment and expenditures in fiscal 
1^ theOfficeof the Actuary. Health Care Hnancing Administration. U.S. Departrr^ent of Health and Human Servians, Baltimore. MD 



only on whether family income '^d resources fall 
within the State's AFDC limits but aJso, with few 
exceptions, on whether the family has a so-caJled 
' 'deprivation factor" (i,e., at least one parent is dead, 
disabled, contmually absent from the home, or, as of 
October 1990, in two-parent famihes whose princi- 
pal breadwinner is unemployed).'^'* 

States have the option, under Federal law, to offer 
Medicaid to "medically needy" children and ado- 
lescents when their family income and resources lie 
above the AFDC need standards // they meet 
AFDC's categorical requirements (e.g., an absent 
parent or disability). Thirty-seven States currently 
operate medically needy programs (53). Each State 
has the right to set its own medically needy 



eligibility standards, provided they do not exceed 
133.33 percent of the maximum AFDC assistance 
thresholds for similarly sized families (see table 
16-9). Through a spend-down provision, individuals 
with incomes above the medically needy standard 
also may become eligible if their medical expenses 
are high enough to reduce their countable income 
below the medically needy maximum. Those who 
enter the piogram by **spending down" typically 
have erratic access to Medicaid and may only be 
eligible for a single accounting period (e,g., 6 
months). If a State has a medically needy program, 
it must provide participants all mandatory Medicaid 
benefits and may elect to offer the same optional 
benefits package available to the categorically needy 
m the State.^^ Most of the 37 States with medically 



^Thc Family Suppon Act of 1988 (PubUc Uw 10(M85) rcquutrs that, starting Oct. 1, 1990, all Stales provide AFDC and Medicaid cov^/a.2c to 
faniibcs whose pnncipal wagc^camcr ,s unemployed if ihey meet AFDC mcomc and resource rcquirenients Coverage is limited, however to 6 months 
out of ar.y 12*month pcnod * 

• ^"^«0"/^f y ' • lifers to those who axe Medicaid^cl ig, We by belonging to certain categories of poor people, such as those who air a member 
ot a family with dependent children where one parent is absent, icapacitaicd, or (in i;omc States) imcmi^loyed. 
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Table 1&.9— Annualized Income Thresholds for Medicaid Eligibility/ by State, January 1990 



AFDC threshold for Percent of poverty level Medically needy threshold Percent of poverty level 
States a family of 3 ($10,58tf>) for a family of 3^ ($10.Se(y>) 



Alabama $ 1,416 13.4% NA NA 

Alaska 10,152 76.9 NA NA 

Arizona 3,516 33,3 NA NA 

Arkansas 2.448 23.2 $ 3,300 31.3% 

California 8,328 78.9 11.208 106>1 



Colorado 5,052 47.8 NA NA 

Connecticut • 6,660 63.1 8,856 83.9 

l>laware 3,986 37.8 NA NA 

District of Colur.^oi- 4,908 46.6 6,540 61,9 

Rorida 3.528 33.4 4,800 45.5 



Georgia .... 4,968 47.0 4.404 41 .7 

Hawaii 7,224 59.5 7.224 59.5 

Idaho 3,780 35.8 NA NA 

Illinois 4,404 41.7 5.904 55.9 

Indiana - - - 3,456 32.7 NA NA 



Iowa 4,920 46.6 6,600 62.5 

Kansas .... 4,596 43.5 5.580 52.8 

Kentucky 6.312 59.8 3,696 35.0 

Louisiana 2.280 21.6 3,096 29.3 

Maine 7,824 74.1 7,296 69.1 



l^aryland 4.752 45.0 5.508 52.2 

Massachusetts 6,468 61.3 9.300 88.1 

Michigan 6.900 65.3 6,660 83.1 

Minnesota 6,384 60 5 8.508 80.6 

Mississippi 4,416 41,8 NA NA 



Missouri 3.468 32.8 NA NA 

Montana 4,308 40.8 4,92C 46.6 

Nebraska 4,368 41.4 5,904 55.9 

Nevada 3.960 37.5 NA NA 

New Hampshire 7,1 16 67.4 6.072 57\5 



New Jersey. 5,088 48.2 6,792 64.3 

New Mexico 3,168 30.0 NA NA 

New York 7,476 70.8 8.508 80.6 

North Carolina 3,324 31.5 4,404 41.7 

North Dakota 4.632 43.9 5,220 49.4 



Ohio 3.852 36.5 NA NA 

OkJahoma .. , 5,652 53.5 5.196 49.2 

Oregon 5,184 49.1 6,900 65.3 

Pennsylvania 5,052 47.8 5.604 53.1 

Rhode Island 6,516 61.7 8.700 82.4 



South Carolina 5.028 47.6 3,300 31.3 

South Dakota 4,524 42.8 NA NA 

Tennessee 4,644 44.0 3.000 28.4 

Texas 2,208 20.9 3,204 30.3 

Utah . 6.192 58.6 6,192 58.6 



Vermont 7,944 75.2 1 0.596 100.3 

Virginia 3,492 33.1 4,296 40.7 

Washington 6,012 56.9 7.188 68.1 

^st Virginia 2,988 28.3 3.480 33.0 

Wisconsin 6.204 58.8 8,268 78.3 

Wyoming 4,320 40.9 NA NA 

Average State $ 5.008 46.9% ^$ 6,114 57.7% 



NA - not appiicaU«; th« Stat« do«s not cov«r th« m«dfcaily nii»dy und«r its Medicaid program, 

»Th« t«rm 'Ihr^shold" refers to that incoma limit that truly drivas program aligibt';*'/. In moat StatAs, this is tha paymant atandard. In Colorado, Gaorgia. 
KantiicKy, Malna. Michigan, Mississippi, Oklahoma. South Carolina* Tannaasaa, and Utah, tha thrashold is tha State's naad standard. Plaasa nota. in thasa 
1 0 Statas. tha thrashold that appaars on tha taola is not what tha Stata pays to AFDC radpionts. Thasa Statas' paymant standards ara actually signif bantty 
loyvar than tha aiigibiNty thrashold. 

^ha Fadaral povarty laval for a family of thraa is $1 0,560 in all Statas but Alaska and Hawaii whara tha lavals ara highar: Alaska fatnily of thraa - $1 3,200; 
Hawaii family of thraa - $12,150 

<^Tha "madically needy" ara notcovarad in Alabama, Alaska. Arizona. Colorado. Daiaware, Idaho, Ir^diana. Mississippi. Missouri, Navada. h4flw Maxioo, Ohio, 
South Dakota, and Wyoming. 

SOURCE: National Govarnors' Association, 'MCH Updata— State Coverage ot Pregnant Woman and Childran," Washington. DC, January 1990. 
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needy programs provide participants the full range 
of Medicaid benefits offered in their State (80).^ 

Eligibility for Medicaid among poor adolescents 
varies a great deal among the States because income 
and resource standards for the AFDC and medically 
needy programs are determined by the individual 
States. In many States, the standards underlymg 
eligibility are quite stringent. In the South, as noted 
earlier in the discussion on uninsured adolescents, it 
appears that more stringent income eligibiUty re- 
quirements arc key to that region's greater propor- 
tion of uninsured adolescents.^^ 

As of January 1990, very few State AFDC and 
medically needy income standards approached Fed- 
eral poverty levels and many fell short of 50 percent 
of the Federal poverty guideline of $10»560 for a 
family of three (sec table 16-9),^® Annual AFDC 
Medicaid eligibility thresholds for a family of three 
range from a low of $1»416 in Alabama to a high of 
$8,328 in California (53).^^ In many cases* the Spates 
have failed to adjust the AFDC income standards for 
inflation and, consequently, the income threshold as 
a percentage of poverty has been eroded substan- 
tially, from an average of 71 percent in 1975 to 47 
percent in January 1990 (51). Whether all States 
would be able to bear the burden of improving 
eligibility requirements, without further Federal 
assistance, is unclear. 

The Medicaid link with AFDC participation is the 
primary, but not the only, way to estabhsh Medicaid 
eligibility. Under Federal law, in addition to provid- 
ing mandatory Medicaid coverage of AFDC recipi- 
ents, States may also choose to cover children who 



meet the AFEKT program's income and resource 
requirements but are without a * deprivation factor' * — 
e.g., adolescents who live in a financiaUy needy 
iwo-parent family.^ Thirty-four states have imple- 
mented this option. The Family Support Act of 

1988 (Public Law 100-485) requires that, starting 
October 1, 1990, all States must provide AFEK: 
coverage to families whose principal wage earner is 
unemployed if they meet the income and resource 
requirements of AFDC ehgibility* 

Congress has acted in recent years to sever the 
eligibility link between Medicaid and AFDC for 
pregnant women and young children. But with the 
exception of some pregnant adolescents, today's 
generation of poor adolescents have not benefited 
from these reforms. The most recent Medicaid 
eligibiUty reform occurred m the Omnibus Budget 
Reconciliation Act of 1990 (OBRA-90) (Public Law 
101-508) and required States to provide Medicaid 
coverage to all children ages 6 to 19, bom ctfter 
September 30, 1983, with family incomes up to 100 
percent of the Federal poverty level. In the previous 
year, the Omnibus Budget Reconciliation Act of 

1989 (OBRA-89) (PubUc Law 101-239) required 
that as of April 1, 1990, States provide Medicaid 
benefits to all pregnuiit women and children up to 
age 6 with family incomes up to 133 percent of the 
Federal ix)verty level. (See box 16-B for a summary 
of OBRA-89 and OBRA-90's Medicaid provisions 
affecting adolescents.) Earlier legislation gave 
States the option to extend Medicaid eligibility up to 
185 percent of poveity for pregnant women, and 15 
States have done thi< and another 4 States have 
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^wcnry-two Stales provide the full range: California, Connecbcul, District of Columbia, Georgia, Hawiii. Illinois, Kansas, Kentucky. Maine, 
Maryland. Massachusetts. Michigan, Minnesota, Montana. Nebraska. New Hampshire. New York, North Carolina, North Dakota. Tfe?*:,, Vermont, and 
Wcsi Virginia (80), 

^^Thc U S Bureau of the Census defines Southern States as Alabama, Arkansas, Delaware, Florida, Georgia, Kentucky. Louisiana, Maryland, 
Mississippi. North Carolina, Oklahoma. South Carolina. Tfcnnesscc. Tfcxas. Virginia, and Wcsi Virginia (77). 

^In order to be eligible for AFDC payments and automatically eligible for Medicaid, a family must pass ^ 'O iiKome tests: a gross income test and 
a ' 'countable* * income tcrt. Gross monthly incon)e cannot exceed I S5 percent of the State's need standard. Countable income must be less than the State's 
need standard allowing for child care costs up to $160 per chUd and a standard allowaiKc of $75 per month. AFDC recipients arc allowed an additiotial 
"ir»coQ*e disregard** as an iiicentive to retufto to vt et^la the wuikioivc (69). 

^^Tbe ehgibthty threshold in Alaska is even higher (i.e., $10,1 52), but this is not coriiparable to the thresholds in the contiguous 48 Sutes. Thr Federal 
Government has established separate poverty levels for both Alaska and Hawaii because of their unique economic conditions. 

^^teu referred to as '•Ribicoff children" after former Senator Ribicoff, the sponsor of legislation authorizing coverage for this group. 

^^The 34 Stales are Alaska, Arkansas. Califoroia« Connecticut District of Columbia, Florida, Gcoigia, Hawaii, Illinois, Iowa, Kansas, Kentucky, 
Maine, Maryland, Massachusetu. Michigan, Minnesota, Mississippi, Missouri, Nebraska, New Jersey, New York, North Carolina, North Dakota, Ohio, 
Oklahoma, Pennsylvania, South Carolina, Ibnnessee. Ibxas, Utah, Vermont, Virginia, and Wisconsin. 

^States may choose to extend categorically needy cov ^ragc to other groups of AFDC-rtlated persons, for greater detail see the Medicaid Source Book: 
Background Data and Analysis (69). 

63Thc 15 States arc California, Connecticut, Hawaii, Iowa, Maine. Maryland. Massachusetts, Michigan, Minnesota. Mississippi. New York, Rhode 
Island. South Carolina, Vermont, and Washington. 
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Box I6'H— Provisions of the Omnibus Budget Reconciliation Acts of 19S9 and 1990 That Affect 

Medicaid (overage of Adolescents^ 

Medicaid Eligibility 

• States must extend Medicaid eligibility to all pregnant women ;ind children arsd to children up to age 6 with 
family incomes up to 133 percent of the Fx\Jeral poverty level (i.e,, the poverty level is $10,560 for a family 
of three). (OBRA 89) 

• States must extend Medicaid eligibility to all children ages 6 to 19, who were bom after September 30, 1983, 
and whose family incomes :ire up to 100 percent of the Federal poverty levcK^ (OBRA 90) 

Medicaid ( overage 

KiirU and Periodic Scrii nin>^. Diagnosis, and I reatment (KPSI)i ) (OBRA 89) 

• Any State Medicaid coverage limitations on diagnosis or treatment are eliminated for health conditions 
idenuned during tlic course of an liPSDT screen as long as the services are within the limits of Federal 
Medicaid guidelines and are deemed medically necessary. 

• Sti:tes are required to provide penodic screens at intervals which meet reasonable stiuidards of medical and 
dental practice as dctemiined by the State after consultation with rccog: i/ed medical and dental 
organizations I nscheduled screenings must be permitted if medically neccssar> . 

• Screening services must include health education and anticipatory guidance. 

• Vision, heanng. and dental services must r^- provided, e*ich accordmg to its own perKxIicitv schedule th<it 
meets reasonable practice si44ndards. 

Tediatricand Family Nurse Practitioners (OBRA HU) 

• State Medicaid programs must cover certified pediatric anu family nurse practitioners to the extent that they 
are legally autlionred by State law to provide sen/ices, even if they are not practicing under the supervision 
iA\ or asstKiated with, a pl^ysician or other provider.^ 

Physician Payment (OfJRA S9) 

• States must submit annual r! ins sf>ecifying Medicaid pa\i lent rates for obstetrical iuid pediatric services for 
the Secretary's review, :ind m 19<^2 average Medicaia payments for specific obstetric ;ind pediatric 
prcK cdures must he reponed. 

• r>ie Physician Payment Review Commission must examine the adequacy of physician payment, physician 
panicipation, and access to care by Medicaid Ix^neficiaries and repon to Congress I v July I, 1991 

Medicaid and Private Insurance (OBR \ -^9} 

• Heuuires States to pay group health insurance premiums with Medicaid funds, if cost effective, for 
individuals or families with one Medicaid eligible member (whose incomes are below the f-edcral p^>veny 
level) it they are eligible for such insur;ince coverage/^ 

Other Provisions 

• Slates must cover the ambulatory services of community health centers, migrant health centers. ;uid health 
care for the homeless programs receiving funds under seetions 329, 330, or 340 of the Public I Icalth Serv ice 
Act, and must reimburse these services at I (X) percent of reasonable cost. Health center services must include 
physician ser\'ices, physician assistant ;md nurse practitioner services (to the extent allowed by Ctate law), 
clinical psychologist services, and clinical swial worker services. (OBRA-89) 

• I he Secretary is directed to conduct demonstration projects in several Slates to assess ways of extend>ng 
Medicaid coverage, or altemalive coverage, to pregnant women and children up to age 20 who are otherwise 
ineligible ior Medicaid and whose *anuly ifKOUieN are bci()\v 185 jxrrccut of fxjveny Alternative coverage 
may include, but is not Innited to. such opiit>ns as enrollment under employer plans, the State's plan for its 
own employees, a State uninsured plan, or ;m !fMO. (OBRA 

K\n provisKins of ihc Omnibus Hudjjct Rotorjcilianof! Au nf j<>K<) fP^jhlu lOl.? Vvi Kv'.tr(1f!i^> Mr^lic.ihl clik'ihfhty or i.o%c;r:tgr 

K\ *ii[ic cffi'^.tivc Apr 1 , r/Xi unless riok'd Others;^ luv 

^■'nii<- provisimi (if tht' Onirwhiis Budf^ct Ret oricdian. >f» A.I c,f M^Jf) (Puhlic l^,w \f)\ SOH/ Nxorncs cllixtjve ]u\\ I. P/M. ,uk1 '^^ill be 
ph*i,scd It] over lO yr-itrs 



*This pruvision f^ciunc cflctttvc Jul\ L 
'^fhis provi«;K>n became efftMjvc Jun 1, TT^i') 



erIc ■ ■ 



C^'ntinued on nexl page 
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Box 16'B—FnHshm of Hf OmntkuM Bw^ RoeoMOtHI&m Ads 1999 mid 1990 That Affkct 

M§dkaU Conrngt ^Ado ktc o iU » C omUmmd 



• Tb0 ZxnLjy is diracied to condoct op lo te imMi m h m i»q)octt to toat ioicivithe meOiodt of 
providiog hmlA iOMmm tamadicdly im^^ 19. <OBXA-89) 

# TheSecn*gyu<tectadtoc^ 

to fmtiUes with ianam below 150 peiceat at porany we cymdy Indigibfe far Medfcitd 
(OBRA-90). Each jnjfici mut begin no Itter fimMyl, 199. 



SOURCE: Iftf 

CcMnnftoee Albctiee Msd^ 
IIimiMmm, U.S. 
(WidiiagtoQ, DC: VS. Oo^mamm PlMag Offlc«;'l990) 



H a oo a ril li ll w Act I9t9, B ipfa-Mfi i of (he ( 

CM*. VOL 3 <!Chk^, IL: Doc 13, IM^^ IfM 
Keocncfililkm Act or 1990, Cool^^ 



raised the income eligibility limit to 150 percent of 
poverty^ (53). 

Federal law also dictates that children and adoles- 
cents under age 21 are eligible for Medicaid if they 
are in foster care under Title IV-E of the Social 
Security Act. In addition, every State but New 
Hampshire has extended Medicaid coverage to blind 
or disabled children and adolescents receiving cash 
assistance from the Supplemental Security Income 
(SSI) program. States have the option of limiting 
coverage of SSI recipients by requiring them to meet 
more restrictive eligibility standards altliough 42 
States cover all disabled adolescents who receive 
Federal SSI cash assistance (21). 

Although adolescents principally gain access to 
Medicaid through their parents, some, especially 
poor pregnant or parenting adolescent females, may 
establish eligibility on their own. Total numbers are 
not available: however, among adolescents ages 10 
to 18 who received AFDC benefits in fiscal yeiir 
1987, approximately 5 percent participated in AFDC 
(and presumably Medicaid as well) as an **adult'' or 
head of houseiiold (78). Overall, more than 1 10,000 
female adolescents and almost 11,000 males were 
**adull'' AFDC recipients that yeiir. 

What Medicaid Coverage Provides 

As noted earlier, each State defines not only the 
eligible Medicaid population it serves but also its 



own Medicaid benefit package (within broad Fed- 
eral guidelines). All States are required to offer a 
core group of services, referred to as '*mandatory,'* 
including but not limited to inpatient and outpatient 
hospital services, laboratory and radiology services, 
physician services, clinical nurse midwife serv- 
ices,^^ certified pediaDic and family nurse practi- 
tioner services, family planning services and sup- 
plies,^ and Early and Periodic Screening, Diagno- 
sis, and Treatment (EPSDT) services for children 
and adolescents under age 21 (see table 16-10). 

In addition. Federal law permits State Medicaid 
programs, at their discretion, to provide a range of 
"optional" services to the categorically needy, 
including clinic services, dental services, physical 
therapy, occupational therapy, speech pathology and 
audiology, rehabilitative services* case manage- 
ment, inpatient psychiatric services for persons 
under age 21, other licensed practitioner services 
(such as psychologists), and prescription drugs fr,ee 
table 16-10). 

Although a Medicaid card appears to entitle a 
poor adolescent to a rather expansive package of 
health benefits. States can and do estabhsh strict 
limits on the frequency and number of covered 
services regardless of whether they are mandatory or 
optional benefits. In addition. States may impose 
utilization control measures to ensure that services 
iu-e medically necessary. Under Medicaid, serv- 



♦^The four Siaics arc Honda. Kamas, North Ouoliru. and West Virginia. 

^^Manil^tory nurse midwife services arc whatever services the nurse midwife is authorized to practice under State law or regulatjon. 

^^Mandalory family planning services and supplies include services and supplies for women of childbcanng age. including sexually active minors 
who dcsue such services and supplies. Abortions are excluded from family planning services, and Federal Medicaid malchins payments for abortions 
have been limited, by langua^ie m the U S Department of Health and Human Serv ices* appropnalions bills, to ca.scs where the life of the mother is in 
danger (69). 
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Table 16*10— Mandatory and Optional Services 
Covered Under Medicaid 



Mandatory services 

• Inpatient hospital services 

• Outpatient hospital services 

• Physician services 

• Early and Periodic Screening, Diagnosis, and Treatment 
services for children under age 21 

• Family planning services and supplies 

• Laboratory and X-ray procedures 

• Skilled nursing facility and horne health care services for adults 
(i.e., 21 years and older) 

• Rural health clinic services 

• Services of certified nurse-midwives, pediatrk; and family nurse 
practitioners* 

• ComrTHjnity health centers, migrant health centers, and health 
care for the homeless programs receiving funds under sections 
329, 330, or 340 of the Public Health Service Act 

Optional services 

• Case management 

• Additional honDe health services 

• Dental services 

• Services of other licensed practitioners, including psycholo- 
gists, chiropractors, optometrists, and podiathsts 

• Clinic services 

• Other diagnostic, screening, preventive, ar>d rehabilitative 
services 

• Prescription drugs 

• Intermediate care facility services, including intermediate care 
faciHty services for the n^entally retarded 

• Eyeglasses, prosthetic devices, dentures, and orthopedic 
shoes 

• Home and skilled nursing facility care for children 

• Private duty nursing 

• Inpatient psychiatric care for children under age 21 

• Physical, occupational, and speech, hearing, and language 
disorder therapies 

• Other medical or remedial ca.^ recognized under State law, 
Including personal care in the home, transportation, and 
omergency services, skilled nursing facility for children under 
age 21, Christian Sdenoe nurses and sanitariums, hospice 
care services, respiratory care service 

»Toth© oxtwt they are authorized to practice under State law or regulat ion 

SOURCE U.S. Department of Health and Human Services, Health Car© 
Finarx^ing Administration. Division of Intergovernmental Affairs, 
Msdhafd Serv/CBS StatB by Slats, HCFA Pub No, 02155-90 
(Washington, DC; U.S. Govermnont Printing Office. October 
1989). 

ice is medically necessary if it is reasonably 
calculated to prevent, diagnose, correct* cure, allevi- 
ate, or prevent the worsening of conditions that 
^^iidanger life, cause suffering or pain, result in 
illness or infirmity, threaten to cause or aggravate a 
handicap, or cause physical deformity or malfunc- 
tion, and if there is no other equally effective 
(although more conser^^ative or less costly) course of 
treaoiient available or suitable for the recipient 
requesting the service*' (10). 



State Medicaid benefits of particular relevance to 
adolescents — including the EPSDT benefit, physi- 
cian services, nurse practitioner services, hospital 
outpatient services, school-based clinics, mental 
health caie services, and substance abuse treatment — 
are reviewed below. 

The Early and Periodic Screening, Diagnosis, 
and Treatment (EPSDT) Benefit^-As part of 
OBRA-89 (Public Law 101-239), Congress signifi- 
cantly expanded adolescents* and other children's 
access to Medicaid-<:overed services by reforming 
the EPSDT program.^^ 

States are mandated by the Federal law tf) 
periodically screen*^ Medicaid-eligible adolescent;^ 
for any illnesses, abnormalities, or treatable condi- 
tions and refer them for definitive treatment. Screens 
must contain certain key components, including the 
following: " \ 

* > 

• comprehensive health and developmental his- 
tory (including assessment of both physical and 
mental health development), 

• comprehensive unclothed physical exam, 

• appropriate immunizations according to age 
and health history, 

• laboratory tests, and 

• health education (including anticipatory guid- 
ance) (42 CFR 441.56(a)). 

Vision, hearing, and dental services must be pro- 
vided as well, each according to its own periodicity 
schedule that meets reasonable practice standards. 

The EPSDT benefit is, in effect, the Nation's 
largest preventive health program for children and 
adolescents (68). The OBRA-89 amendments dra- 
matically broadened Medicaid coverage of children 
and adolescents by essentially eliminating any State 
Medicaid limitations on diagnosis or treatment for 
any health condition identified during the course of 
an EPSDT screen 2ls long as the services are within 
the limits of Federal Medicaid guidelines and are 
deemed medically necessary. Services provided 
under EPSDT must be sufficient in amount, dura- 
tion, or scope to reasonably achieve their purpose; 
however, States are permitted to set "appropriate" 
limits on EPSDT services based on medical neces- 
sity (79). The act fiiither aims to improve access to 



^^'^TTjc EPSDT amcDdmcnts became effective Apr. 1 , 1 990 
'**Sce details on the periodicity schedule below 
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Table 16-11~EPSDT Screening Costs, by Age Group, Fiscal Year 1988 

Estimated number Estimated total 

of enrdlees Average screi^lng expenditures 



Age group (In mi8k>ns) cost per enroilee (in miRions) 



0-5 6.048 $15 $90.7 (72.0%) 

6-14 5.417 5 27.1 (21.5%) 

10*14 2.657 4 10.6 (8.4%) 

15-18 1.926 3 5.6 (4.6%) 

15*20 Z737 3 8.2 (6.5%) 

Overall 

(20 and under) 14.202 $9 $126.0 (100%) 



SOURCE; Otfic« of T»ctinology Ass#sfm«nt 1991. bas«d on wtimatw from unpublished HCFA-2082 data or 
M«dicaKl •nro4inf>*nt and •xp«nditur«» in fttcat yoar 1988 from th« Offio« of th« Actuary. Health Car« 
Rnaodng Adminstration. U.S. Departmant of Health and Human Sarvksas. Baltimora. MD, Juna 1990. 



EPSDT by expanding the pool of eligible EPSDT 
providers and permitting more frequent screenings. 

Here is an example of the potential of EPSDT to 
go beyond the limitations of a State's Medicaid 
program: 

A 14'ye^ old boy receives an EPSDT health 
screen and evidence of cocaine use is detected. After 
intense questionings tHe boy admits to regular use of 
cocaine and his parents agree to have him enter a 
drug detoxification and counseling program. Under 
the State plan, the only drug treatmOTt Medicaid will 
reimburse is heroin detoxification. Medicaid now 
would be obligated to reimburse for the boy's 
detoxification and counseling program to the extent 
it is medically necessary since the need for the 
treatment was discovered during the EPSDT screen 
(20). 

Clearly, the potential for providing comprehen- 
sive health services using EPSDT will not be fully 
realized, however, if adolescent Medicaid recipients 
do not get screened. Although the EPSDT program 
has been shown to improve children's health and 
reduce health care costs, however, use of EPSDT 
services by children of all ages is extremely low, 
especially in rural areas (82). Average program 
expendittircs wert only $9 per Medicaid enrollee up 
to age 20, in fis/cal year 1988, and were directed 
largely towards younger children. HCFA estimates 
that while, in fiscal year 1988, average per enrollee 
expenditures for EPSDT screening were $15 per 
child under age 5, they were only $4 for adolescents 
ages 10 to 14 and $3 for adolescents ages 15 to 18 
(see table 16-11). If all eligible children were 
screened by the EPSDT program, the costs would be 
higher. Overall, approximately 72 percent of HCFA 
expenditures for EPSDT screening have been for 
0- to 5-year-olds. In addition, although EPSDT was 
intended to encompass mental as well as physical 



assessment, it has tended to be more concerned with 
the identification and treatment of physical prob- 
lems (19). 

The broad sweep of the OBRA-89 reforms led one 
policy analyst to conclude that ' 'the potential of this 
legislation both to improve the health status of poor 
adolescents and to stretch the limits of State 
Medicaid programs is great" (54). However, the 
stamte comes * 'at a time when the Federal Govern- 
ment is requiring States to shoulder more and more 
of the burden of health care fmancing" (54). There 
is reason to be concerned about the States' capacities 
to assume these new responsibilities. Medicaid 
programs now consume an average 14 percent of 
States' budgets, up from 9 percent in 1980 (43). 

EPSDT Screening Schedules— OBRA'^9 codi- 
fies the periodic nature of EPSDT services and 
requires that screens be provided at intervals which 
meet reasonable standards of medical and dental 
practice as determined by the State after consultation 
with recognized medical and dental organizations 
(79). It also requires that any medically necessary 
interperiodic screening service be covered. But little 
is known about what health screening periodicity is 
most £^)propriate and effective for poor adolescents, 
especially those at high risk for the common 
morbidities of adolescence. 

The American Academy of Pediatrics recom- 
mends that, from ages 10 to 18, adolescents should 
be screened five times (2). The U,S. Preventive 
Services Task Force concluded that, from the ages of 
7 to 18, except for routine pap smears for sexually 
active girls from ages 13 to 18, and a tetanus- 
diphtheria booster between 14 and 16 years, the 
zicheduling of additional visits and the fr^uency of 
individual preventive services should be left to 



ERIC 
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Table 16-12— EPSDT Poriodicity Schedules in State Medicaid Programs 



state 



Numtw of EPSDT scheduled 
screenings for ages 10 to 21 



State 



Number of EPSDT scheduled 
saeenings for ages 1 0 to 21 



States that offer fewer than five 
scheduled EPSDT screens: 

Alaska 

Arkansas 

California 

Colorado 

Connecttout 

District of Co; jmbia 

Idaho 

Iowa 

Kansas 

Kentucky 

Louisiana 

fi^ississipp* 

Missouri 

Montana 

Nevada 

New Hampshire 

New Jersey 

New Mexico 

North Carolina 

Oklahoma 

South Carolina 

South Dakota 

Tennessee 

Texas 

Utah 

Virginia 

Wyoming 





States that offer five or more 






scheduled EPSDT screens: 




4 




o 


3 




6 


3 




O 


4 




o 


4 






3 




fi 
u 


t 




O 


3 




o 


4 




1 i 


4 




o 








3 




5 


4 


New York 


6 


3 


North Dakota 


11 


3 


Ohio 


11 


3 




6 


3 




6 


3 




6 


4 




e 


2 




10 


3 


Wast Virginia 


7 


3 




6 


3 


States that schedule as many EPSDT screens 


2 


as medically necessai>: 




3 
3 




NA 


3 







NA « not applicaU«. 

SOURCE: P. McManus, H. Fox, P. N«w»check, 9\ a)., unpuWi»h»d data fr^m a 1 9S9 survey Stat« M«dk^ programs, supported by a grant (# ! 4CH-Oe3500) 
from th«i 6ur»au of Maternal and Chitd Haalth and Rofiouroas O»v»topmant, and tha Bureau of Haalth Care Daiivery arxjl Aaskf ance. Health 
Raaouroaa and Sarvioas Administration. Public Health Service. U.S. Dapartmant of Haatth and Human Sarvicas. Rockvilla, MD. 1989, 



clinical discretion because of lack of data and 
differing patient risk profiles (85).^ 

In 1989, State EPSDT periodicity schedules 
varied widely. Twenty-two States covered five or 
more EPSDT visits for adolescents and young adults 
ages 10 to 21 (see table 16-12). Maryland, North 
Dakota, Ohio, and Washington State covered annual 
EPSDT visits compared with only minimal allow- 
ances for one or two preventive visits from ages 10 
to 21 in Idaho, Oklahoma, Tfcxas, and Wyoming. 
Minnesota covers as many EPSDT visits **as 
medically necessary/* 

Partial EPSDT Scre€ning--OBKA-H9 also clari- 
fies that States ma; not restrict ''partial screeners/' 
This means that the use of all types of providers is 
now encouraged and those who are qualified to 
furnish only one EPSDT service cannot be prevented 



from participating in the program (79). In the past, 
many States accepted only those providers able to 
perfonn complete'' EPSDT screens. Here is an 
illustration of how this provision might make 
EPSDT screening services more available to adoles- 
cents: 

A teenage girl visits a Planned Parenthood clinic 
for information on birth control methods. She has no 
regular primary care physician. Although the clinic 
docs not provide vision or hearing services, it has 
been certified as an EPSDT screening provider for 
the purposes of furnishing the comprehensive health 
and developmental screening component. As a 
result, the girl is able to obtain a partial EPSDT 
screening service at the same time she receives 
family planning services (20). 

/f is important to note that because of the recent 
expansions in the EPSDT program, State Medicaid 



*^&$ues regardiitg ibe cost-cffccti vcncss of particular periodicity schedules for younger cViildicn wot ad<lrcssed in depth in a 1 988 OTA smdy , Healthy 
Chiidren: Investing in the Future (73). 
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program limits on the physician and other services 
described below only apply to conditions that are 
not discove ed by EPSDT screening services. 

Physician Services — Although all State Medi- 
caid programs are required by Federal law to cover 
physician services, many States restrict visits to 
physicians. States may place limits on settings 
where Medicaid recipients' care can be provided, on 
the number o^ visits, and the types of physician 
services to be covered. Table 16-13 displays each 
State Medicaid program's coverage of and restric- 
tions on physician services.^^ In 1989, nine States 
imposed some ceiling on the annual number of office 
visits to physicians, ranging from 12 to 24 visits per 
year. Six States did not pemiit more than one or two 
physician visits per day; two others set monthly visit 
limits. Five States require prior authorization for 
additional physician care after a specified number of 
visits. 

Services of Nurse Practitioners and Other 
Nonphysician Providers — Whether a State Medi- 
caid program covers nonphysician providers can be 
key to the development of community resources for 
adolescent health care. Many school-linked and 
communitj^-based health centers are staffed princi- 
pally by nurse practitioners and other nonphysician 
providers.^^ Under OBRA-89, starting July 1, 1990, 
State Medicaid programs must cover certified pedi- 
atric and family nurse practitioners to the extent that 
they are legally authorized by State law to provide 
services, even if they are not practicing imder the 
supervision of, or associated with, a physician or 
other provider. Thirty-one States currently recog- 
nize nurse practitioners in statute or regulation and 
grant them an expanded scope of practice beyond 
that of registered nurses (20), but nurse practition- 
ers' legal scope of practice, and the extent of 
physician supervision they must receive, vary from 
State to State. Since HCFA regulations are not yet 
available and only seven States (Florida, Idaho, 
Kansas, Montana, New Han^shire, Nevada, and 
Washington) covered nurse practitioners previous to 



OBRA-89, it is not clear what Medicaid restrictions 
will be placed on their services. 

Forty-five States allow services provided by 
physician-supervised office staff (e.g., registered 
nurses) to be reimbursed as a physician service. So, 
for example, an adolescent's visit for a routine 
allergy shot given by a physician's nurse can be 
covered under Medicaid as a physician office visit. 
Seventeen ^^^es exclude physician- supervised 
speech and other ancillary therapists from the 
Medicaid program (see table 16-13). 

States use a variety of other regulations to govern 
Medicaid coverage of physician-supervised health 
providers. Almost half of the 49 States that covered 
physician-supervised services in 1989 required that 
the physician be on the premises. Six States required 
that the physician have direct contact with the 
patient. Other States used different definitions of 
physician supervision. 

Clinic Services, Including Those of School- 
Linked Health Centers^ — Although States are not 
required by Federal law to cover clinic services 
under Medicaid, all but three do (Mississippi, Rhode 
Island, and Wisconsin). States may limit the types of 
clinics whose services they cover and may include or 
exclude school-linked health centers, community 
mental health centers, and substance abuse clinics, 
among othersJ'^ 

In 1989, only two States — Connecticut and Illinois — 
permitted school-linked health centers to be author- 
ized Medicaid clinic providers. Even though they are 
not specifically cited as qualified clinics in a State 
Medicaid plan, however^ school-linked health cen- 
ters in the other 48 States may receive Medicaid 
retmbi\rsement. Some of them may receive Medic- 
aid reimbursement because they have been set up as 
a satellite to an outpatien nospital department or 
other type of clinic (e.g., rural health clinic or a 
community health center). School-linked health 
centers may also receive Medicaid reimbursement 
through physicians or other qualified providers. 



^^ote ihAt services p«t)vided by psychutiisu are subject to separate Umitations in 1 3 States, see discussioo of covenge for mental health and substance 
abw-e treatment below. 

' '*For a discussion of school- linked health centers, see cb. 15. "Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Care 
Services to Adolescents,' in this volume. 

'Clinic services are deflcied uoder Medicaid to include preventive. diagtK>stic. therapeutic, rehabihtative, or palliative items or services that are 
provided to outpatients under direction of a physician or dentist without regard to whethr^ the clinic itself is administered by a phyiidan (69). CUnics 
providing covered services may provide general health care services or may focus on sp( < tfk services, for example, mental beidtfa aervices (69). 

73See ch. 1 5 / * Major Issues Pertaining to the Delivery of Primary and Comprehensive H th Services to Adolescents, * * in this volume for more details 
on the fmancing of school- linked health centers. 
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_ ' ^ PhyRidan-suoerAsedj ^re 

Other practitioners 
(e.g.. physician assistants. 

Limits on ^^Z^ Ottioe nursesV^!)^!!!^^ 

office visits* ^"'"9^ — TT" 

State — — Yes 

rrr~~~' " 12 visits/year — Yes 

Alabama „ tos 

^aska 12 visits/year- School, day care Yes ^^^^ 

Arkansas _ „ Yes 

California _ Yes 

Colorack) " _ >*• 



CorawoHpU _ — ^ No 

D^i — _ 8flheol.4l^fOW«. 

0«rtetfl»C<*in*te andothtr ^ 14- 

^ _ School. di»o««. Yoo 
andc^har ^ 

OMigte I Yes N ^ 

Hawaii Yes 

Idaho ~ _ Yes Yes 

Illinois Yes NO 

Indiana _ _„ Y« 



IlSSsetts ;^'"^'»/^V - Yes Yes" 

Michigan _ _ Yes ^es 

12 visits/year - Yes 

Mississippi _ „ Yes 

Missouri ^ Y«« 

— No 



— Yes Yes 



New Mexico _ _ Yes Yes*" 

oUST::;;:::;::: ~ 

22?<251v;;;;;;;.v.'.'.':":'..'.'. isv-wy^^^' ,t Yes 

South Dakota ; ^4 visits/year - Yes Y«^ 

Tennessee _ „ Yes ^jj^ 

. . . 1 visit/day School Yes 

Utah ■ _„ Yes 

Vermont ^ Yee 

yyi^''-'- l.''^ school. d«y«»f J* ^2; 
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KEY- - ^ None; Yes • covered; No - not covered. 

b^XeS^faX"-:'sSrM^«S''covera,. o, c.rti.e. pa.,a,. an. U.,. n..e praCi.on.s s,a.,n« July . 19«). 
CFof all physician and hospital ''"'P«"*"l^;t.'Xi?^v»ician supervision, 
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including nurse practitioners, that practice at the 
clinic, as long as the State does not restrict billing in 
a school setting. Five States (Arkansas, District of 
Colujnbia, Florida, Utah, and Wisconsin) prohibit 
Mediicaid reimbursement for physician services 
provided in school settings (see table 16-13). 

h is not clear to what extent school-linked health 
centers have established the billing systems neces- 
sary to collect Medicaid reimbursement. Numerous 
administrative obstacles have been cited by some 
school-linked health centers trying to bill Medicaid 
"-^r dlieir services, including: difficulty in estabhsh- 
ing ehgibility of students and obtaining their Medic- 
aid numbers; problems in obtaining provider certifica- 
tion; delays in the reimbursement process and low 
reimbursement rates; and problems maintaining 
patient confidentiality (16). 

Hospital Outpatient Services — State Medicaid 
programs are required to cover preventive, diagnos- 
tic, therapeutic, rehabilitative, or palliative services 
provided in a hospital outpati'*nt setting by or under 
the direction of a physician or dentist. In 1989, seven 
States imposed some limit on the annual number of 
hospital outpatient visits, ranging from 3 to 30 visits 
per year (see table 16-14). Rorida set a $1,000 
ceihng on outpatients and Oklahoma and the District 
of Columbia restricted daily outpatient visits to one 
and two per day. respectively. More than half (i.e., 
27) of tlie States require prior authorization for some 
hospital outpatient services and 13 States impose 
ceilings on mental health or ancillary services, such 
as physical, occupational, and speech therapies. 

Mental Health Care^^— States have considera- 
ble flexibility in establishing the nahire and extent of 
mental health services available to Medicaid recipi- 
ents (66). As in private health insurance coverage, 
mental health care provided under Medicaid is often 
constrained by separate and more stringent limits on 
cost and utilization. The incentives in private mental 
health benefits to hospitalize patients rather than use 
nonhospital settings for care also appear to exist in 
Medicaid. Some argue that Medicaid payment 
pohcies appear to discourage less costly treatment 



alternatives l>ecause Medicaid reimbursement rates 
come closer to covering costs for inpati^'^'t care than 
for outpatient services (63). 

Inpatient Mental Health Care— Mental health 
stays in general hospitals are covered by Medicaid 
programs in all the States (69). Coverage of inpatient 
stays in freestanding psychiatric facilities is avail- 
able for children and adolescents under age 21 in 38 
States (almost three out of four) (80),^-'' but only 10 
of tliese 38 States permit residential treatment 
centers and other special psychiatric facilities that 
are not specifically certified as psychiatric facilities 
by the Joint Commission on Accreditation of 
Healthcare Organizations to be reimbursed under 
Medicaid. Inpatient mental health treatment, regard- 
less of the setting, is typically subject to separate, 
stricter limits on length of stay compared with care 
for "physical" health problems. Federal law re- 
quires precertification that inpatient services are 
necessary and can be reasonably expected to im- 
prove the patient's condition so that ultimately such 
services will no longer be necessary (69). 

Partial Hospitalization — Partial hospitalization 
is an often important way of allowing adolescents 
with mental health problems to spend longer amounts 
of time (usually 4 hours per day) in a treatment 
setting (19). Eighteen States cover partial hospitali- 
zation, most with no day limits. Some States do not 
permit partial hospitalization in freestanding psychi- 
atric facilities (19). 

Outpatient Mental Health Care—How Medicaid 
covers outpatient mental health care depends on 
whether services are provided in a hospital out- 
patient setting, chnic, or physician or other health 
provider's office. In 40 States, mental health visits 
are covered in a general hospital outpatient setting 
and me usually subject to visit or dollar limits and 
prior authorization requirements. Twenty-one States 
cover outpatient mental health services in psychiat- 
ric hospitals. Few States restrict the type of therapy 
used (i.e., individual therapy). 

As noted earlier, all but three States cover clinic 
services. Community mental health centers can 



xaZ^ "^^^^f^"^ State Medicaid cov«ge of mental health and subst^cc abuse will be avaitable in an upcomimr rwort on^ared bv Po, 



J I 7 



Chapter1&— Financial Access to Health Services • Ilh107 



Table 16-14 — Coverage of and Restrictions on Hospital Outpatient Services in 

State Medicaid Programs, 1989* 



Separate limits for some Prior 
Umlts on services (e.g., mental heaith, authorization 

State basic cx>verage andllary therapies) required'' 



Alabarra 3 visits/year — — 

Alaska ~ X X 

Arl^ansas 12 visits/year^ — — 

California — XX 

Colorado — X X 

ComiMtloiit — X 

DtlMve — ^ ^ 

DMitotof Cokunbla * • • * > • 2vMlaMh|f 

RortcNi. tifiOOf^ ~ ~ 

Qeopghi • *^ ~ X 

Hawaii — — X 

Idaho — X 

Illinois — — 

Indiana ~ — X 

Iowa — — X 

Kansas — x — 

Kentucky ~ ^ — 

Ifiutilafu — — — 

Mtt^Su^^ . . . . [ [ [ [ . ^ — 

Massachusetts — — X 

Michigan — — x 

Minnesota — — X 

Mississippi 6 visits/year — X 

Missouri — — X 

Montana — „ 

NebrMta ~ — X 

Ntvada — X 

NtwHampihIfa 12vittta/yMr X ~ 

New Jersey — X 

New Mexico — x X 

New Vork — X 

North Carolina 24 visits/year^ X X 

North Dakota — — — 

Ohio — X X 

OldatMHna 1 vMt/day — — 

Oregon — _ X 

Penneylvania — XX 

Rhode island — — x 

SouthCamNna — — ~ 

South Dakota — — — 

Tennessee 30 visits/year — — 

Texas — X X 

Utah — X* 

Vermont — X — 

VUgWa — _ ^ 

wasjingiDn — — x 

wsei vwgsia 4 . • * . » . • 4 • • — X X 

Total 9 13 27 



^Ho$p4tdl outpatient limits do not apply to services provided urtder EPSDT 

^Prk>r authorization roquir*s advanco approval for somd ^rvioes bas«d on a finding of modica) n»c«^ity. 

^Atl outpatient hospital and physioan sarvices, 

^All outpatient hospital, clinic, ar>d physiaan servKres 

®Pnor authorization required to exceed a limit. 

SOURCE: P, McManus, H. Fox, P. NewachecK. et al , unpublished data from a 1969 survey of State Medicaid 
programs, supported by a grant (# MCHO63500) from the Bureau of Maternal and ChiW Health and 
Resources Development, and the Bureau of Health Care Delivery and Assistance, Health Resources and 
Services Administration. Publ»c Health Service, U S. Department Health and Human Services, Rockville, 
MD, 1989. 
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qualify as Medicaid clinics and may provide adoles- 
cents the same wide range of mental health services 
that might be available in a hospital outpatient 
setting, but in a somewhat less institutionalized 
atmosphere (19). Benefits in this setting may include 
assessment/diagnosis; individual, group or family 
therapy; psychological testing; medication monitor- 
ing; and crisis intervention. In 1989» 38 States 
covered outpatient care provided in a community 
mental health center; 24 States allowed care in a 
private mental health center. Services are typically 
subject to prior authorization or ceilings on visits or 
dollars spent. 

Eligible Providers—Although all States cover 
physician care, in one out of four States, visits to 
psychiatrists are subject to separate and more 
restrictive office visit limits that range from 12 to 48 
visits per year. Many State Medicaid programs 
confine their outpatient mental heath benefits to 
services provided by or under the supervision of 
psychiatrists.^^ Almost half of all States do not cover 
nonphysician mental he^Jth providers, such as psy- 
chologists and clmical social workers, even if their 
services are provided under a psychiatrist's supervi- 
sicn. State Medicaid programs that cover independ- 
ent psychologists usually restrict reimbursement to 
an outpatient office or clinic setting. Independent 
clinical social workers are reimbursed by Medicaid 
only in Massa-^husetts and Montana. 

One survey of State mental health coverage found 
that 38 State Medicaid programs allowed at least two 
mental health visits per week at either a hospital 
outpatient or clinic setting (19). Of these 38 States, 
most covered weekly visits to psychiatrists, most 
offered partial hospitalization, and some provided 
psychologists' services; none reimbursed all three. 

Substance Abuse Treatment— As m mental 
health care, States often set stnct limits on Medicaid 
benefits for substance abuse treatment. 

Inpatient Substance Abuse Treatment — All but 
four States cover alcoholism and drug treatment 
services in a general hospital inpatient setting. 
Thirty-four States that cover mental health stays in 
psychiatric facilities also allow treatment for sub- 
stance abuse. As for mental health care, however, 
only 10 of these States allow substance abuse 




Photo cr0dit: Sasha Bfuc* Youth Nmiwork. Inc.. Washington. DC 

Almost half of all State Medicaid programs do not 
cover nonphysician mental health providers, such as 
psychologists and clinical social workers, even if their 
serviobs are provided under a psydiiatrist's supervision. 

treatment in residential treatment centers and other 
special psychiatric facihties that are not certified by 
the Joint Commission on Accreditation of 
Healthcare Organizations, As many as two-thirds of 
all States providing substance abuse inpatient care 
restrict coverage to detoxification only. Five States 
cover panial hospitalization lor treatment of sub- 
stance abuse usually with restrictions on length of 
stay. 

Outpatient Substance Abuse Treatment — Thiny 
States cover visits to an outpatient hospital depart- 
ment lor substance abuse, usually subject to hmits 
on utilization and cost. Twelve States cover out- 
patient treatment in drug or alcohol abuse clinics. 
Care may also be covered in community mental 
health centers. 

Physician Reimbursement and Participation 
Under Medicaid 

Even if a poor adolescent holds a Medicaid card 
that represents a rather rich package of potential 
health benefits, finding a private physician willing to 
.see Medicaid patients can be a significant problem, 
especially among some medical specialties and in 
certain geographic areas (73). Low payment rates, 



R JSJon ^nn S HT!? T"'"^^^^^.^^"^ i^stnctions m tl^ M«licarc pmgram. With odc exception (a rtquircmcn, of the Omnibus Budget 
M^rLe^^^^^^^ . lo ? .V^""^^' '"P""*^"' '^"'^ Psychologists providing services m c!,mn,uniry mental health ccnJ^l 

Medicare does not allow direct payment of psychologists or any other nonphysician mcniaJ heaJtii provider (18) 
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Table 16-15— Factors Cited by Pediatricians as "Very Important' to 
Decision To Participate in Medicaid 



Percent of F>edlatricians citing factor 
as very Important 



1978 1983 1989 Percent change 

Factors N-814 N - 791 N-9 0 1978 89 



Li5w payments 59.7 66,5 70.9* 18.8% 

Unpredictable payments 41.3 52,4 53.4» 29.3 

Complex regulations 38 6 46,3 47,5» 23.1 

Payment delays 34,1 34.8 A3 A* 27,3 

Covered services 26.1 31.0 39.8* 52.5 

Program regulations 29.4 32.8 38.8» 32.0 

Papenivork 33. 7 35.8 38.7^ 14.8 

Broken appointments 29.0 31,1 30,2 4.1 

Type of patient NA 14.8 12.9 -12,8 

Few Medicaid eligiblos NA 5 0 4.3 1 4.0 



NA - not available. 

ap<0.01 

^P<0.05. 

SOURCE; B. Yudkowsky, J.Cartland. andS. FIrnt, "Pediatncian Participation in Mod>ca>d;' Pediatrics &b{A) bS? b77 , 
1990 Raprintad with permission 



administrative burdens, and other factors often 
discourage physicians from participating in Medic- 
aid. 

While research has shown that national physician 
surveys probably overstate the rate of physician 
participation in Medicaid, data from these surveys 
do help identify the specialties and geographic areas 
where participation is relatively low (73). Overall 
participation is particularly low among two special- 
ties that are particularly important to adolescents, 
obstetrics/gynecology fOB/GYN) and psychiatry. 
Although current data are not available, in 1984 only 
60 percent of psychiatrists and 72 percent of 
OB/GYNs accepted any Medicaid patients at all 
(73). Given that in recen^ years many OB/GYNs 
have withdrawn from obstetrics practice because of 
malpractice concerns, their Medicaid participation 
may have declined as well, especially for high-risk 
patients (52). 

A recent survey conducted by the American 
Academy of Pediatrics found that the proportion of 
pediatricians saying that they were willing **to see 
at least some Medicaid patients" dechned from 85 
percent in 1978 to 77 percent in 1989 (87), Forty- 
four percent of the surveyed j)ediatriciaiis reported 
that they either had refused or limited their availabil- 
ity to care for children with Medicaid coverage in 
1989. 



Administrative difficulties involved in filing 
claims for Medicaid reimbursement has consistently 
been sho.ai to result in lower Medicaid physician 
participation (52). In the American Academy of 
Pediatrics survey, pediatricians were asked to iden- 
tify which factors were **very important'' reasons 
for choosing not to participate or to limit tJieir 
participation in Medicaid. More than 70 percent 
cited "low reimbursement" and roughly half also 
noted "unpredictable payments" and "complex 
regulations" as a deterrent to their willingness to 
treat Medicaid children (see table 16-15)7^ Other 
studies have shown Uiat physicians may find that 
Medicaid patients require more time and support 
than others and that they are less likely to follow 
medica^ advice (69). 

Federal Medicaid rules do not impose specific 
physician payment methods on State Medicaid 
programs; Federal mles require only that Medicaid's 
physician payment level not exceed that paid by the 
Medicare program for the elderly and that it remain 
high enough to ensure reasonable access (75). 
Medicare sets physician payment levels at the 75th 
percentile of the customary charges in a given locale. 
Most Medicaid programs use fixed fee schedules 
that are unrelated to provider charges (69), Medical e 
permits physicians to bill the patient for charges 
higher than the Medicare rate, but Medicaid does not 
allow this. Medicaid reimbursetnent rates not only 
vary widely by State but are often far lower than 



"^Because of providers* obvious vested inlercst in improving payment rates, provider surveys inquiring about 'Mow reimbursement' * should be viewed 
with some caution. 
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what Medicare reimburses providers. In 1986, for 
example, maximum Medicaid payment levels for 
brief followup visits ranged from $6.00 in New 
Hampshire to $28.4 1 in Alaska (see table 16-16). As 
a proportion of local Medicare payment rates* 
Medicaid fees for foUowup visits vaned from 33 
percent in Michigan to 125 percent in Tfennessee 
(69). 

Until recently, there has been little effort by the 
Federal Government to monitor the effect of State 
Medicaid payment policies on access to care and the 
availability of qualified providers (75). OBRA-89 
took several steps to address this concern. It 
incorporates into statute the Medicaid regulation 
requiring that Medicaid payments for all practition- 
ers be **sufficient to enlist enough providers so that 
care and services are available under the plan at least 
to the extent that such care and services are available 
to the general population in the geographic area'' 
(11), Yet it should be noted that HCFA staff have 
described this regulation as an unenforceable *'feel 
good rule*' because adequate access is not clearly 
^efined and there is no objective standard for 
measuring conformity with the law (20). However, 
States must submit annuiu plans specifying Medic- 
aid payment rates for obstetrical and pediatric 
services for the Secretary's review, and in 1992 
average Medicaid payments for specific obstetric 
and pediatric procedures must be reported. 

OBRA'89 also directed the Physician Payment 
Re view Commission to examine the adequacy of 
physician payment, physician participation, and 
access to care by Medicaid beneficiaries and report 
to Congress by July 1,1 99 1 . In its mitial background 
report to Congress, the Physician Payment Review 
Commission concluded that despite recent research 
focusing on access to care by the uninsured, little 
attention has been devoted to those individuals 
already eligible for Medicaid (75). The Physician 
Payment Review Commission also found that al- 
though available studies rely on old data, almost id! 
conclude that higher Medicaid fees result in grea : 
physician participation m the program, even though 
they used different sources of data (e.g., surveys v. 
claims records), definitions of participation, and 
estimation procedures, and appear to apply to all 
medical specialties (75). 



Estimated Effects of Employer Mandates 
and Medicaid Expansions on the 
Number of Adolescents Without 
Health Insurance^^ 

''Employer mandates*' and Medicaid expansions 
have been among the numerous legislative proposals 
suggested to reduce the number of people who lack 
health insurance in this country. Employer mandates 
require employers to offer group health insurance 
policies and pay a significant amount of the premi- 
ums for all employees who work more than a 
specified number of hours per week. Proposals to 
expand Medicaid require that categorical eligibihty 
requirements be relaxed and/or that income eUgibil- 
ity limits be increased, thereby requiring or encour- 
aging all States to make Medicaid available to all 
those eligible below certain income levels. 

Numerous factors determine the effects of an 
employer mandate. Who is included in an employer 
mandate is especially important. How many hours 
per week must a person work io be considered an 
employee? Does coverage begin on the first day of 
employment or after a waiting penod? Are the 
self-employed mclurkd? /vre employee dc^ndents 
covered? Will small firms he exempt? What level of 
benefits must be providwd? How much must the 
employer contribute to the premium? 

Similarly, the effect of an expansion in Medicaid 
depends on a number of policy decisions. For 
example, what is the minimum eligibility income 
level? Are the changet; in eligibihty mandatory or 
optional for the States } Are two-parent families with 
workers eligible or must one parent be absent or 
unemployed? 

Estimated Effects of Employer Mandates 

Tlie following assumptions were used by OTA in 
estimating the effect of an employer mandate on the 
number of uninsured adolescents: 

• The s^: !r eimployed are exempt. All other *'per- 
matrcnt*' eniploye^^ who work more than tlie 
required number of hours per week are covered 
(i.e., with no exemptiopr, for firm size or 
industrial classification) 



■'^Tbc estimates presented here were developed by R Kronick for OTA. under contract to Caincgic Corporation of N, w Vor;t and the Carnegie Council 
on Adolescent DcvelopmeDf, and are based on U S Ccasus Bureau s March 1989 Current Population Survey data 4 
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Table 1 6-1 Comparison of Medicaid and Medicare Reimbursement Rates for a 
Brief Foltowup Visit to a Physician Specialist, 1986 

Brief foiiowup office visit (CPT cxKie 90040) 



State 

Alabama ... 

Alaska 

Arkansas . . . 
California . . 
Colorado . . . 



DIatitetofColumtita. 



Qeorgla 

Hawaii . . . 
Idaho .... 
Illinois — 
Indiana , . 

!owa 

Kansat .. 
Kentucky. 
iruMtna 



Merytand 

Massachusetts 

Michlg^^n 

Minnesota 

Mississippi 

Missouri 

Montana 



nvw iivr iW]f . • » 

New Mexico . . . 

New /ork 

North Carolina . 
North Dakota . . 

Ohio 

OMnhovna 

OfaQon . . c . • * . 



South CaioNM, 

South Dakota . 

Tennes&ee 

Texas 

Utah 

VOfFDOnt 



Meuicaia 


MOQicaro 


Modicaid as 


rnaxirriurTi 


maximum 


p©rooni oT 


paymGni 


aiiowaDie cnaryo 


MOOicarB 


$11.70 


$20.70 


56.5% 


28.41 


24.70 


115.0 


12.00 


14.40 


83.3 


11.04 


30.00 


36.8 


11.75 


15.50 


75 8 


MO 


MJO 




i2ja6 


21iXI 


•04 






60J 


1<M» 


S440 


40J 


15.60 


1S/» 


104U) 


13.25 


16.50 


80.3 


10.50 


14.60 


71.9 


11.50 


25.00 


46.0 


17.30 


16.50 


104,8 


NA 


30.00 


NA 


16.00 


16.70 


00.8 


13.00 


16J0 


78.8 


IOjM 


i6.ao 


tHA 


8.00 


NA 


NA 


10J0 


22.00 


47.7 


8.00 


NA 


NA 


7,75 


23.50 


33.0 


15.75 


NA 


NA 


11.55 


NA 


NA 


10.00 


20.70 


48.3 


11.30 


14.70 


7I6J 


1SJ0 


16J0 


1000 


15.12 


84.7D 


64.0 


6.00 


12.40 


48>l 


9.00 


£0.60 


48.7 


11.50 


17.20 


66.9 


7.00 


20.60 


34.0 


13.10 


16.50 


79,4 


8,20 


12.40 


66.1 


12.00 


20.60 


58.3 


11i» 


20.70 


53.1 


11J07 


16J0 


SM 


13J>0 


Sijoo 


8ftj0 


14.00 


SOJt 


e7.» 


0.50 


14^ 


66.0 


12.00 


12.40 


96.8 


i8.00 


14.40 


125.0 


NA 


24.75 


NA 


9.92 


12.40 


80.0 


8.00 


12.40 


64,5 


6.30 


NA 


NA 


13.6a 


17.70 


78.6 


ioi» 


16J0 






16.10 


86.7 


16J0 


14.40 


113.2 


$12.43 


$18.56 


67.0% 



Simple average 

MA - r>ot available. 

NOTES: a) Medicaid f©ft$ rm1\»c\ ^tatewid^ average mflwimums b» r^portod to HCFA. h is not known which, if any, 
.^nteshavedi'^w-ftntmaximumsindifftM-^nt parts of tho Stat© Modicr.r© fods reflect highe.T^* allowable charge 
anywhere in State. 

b) Connecticat fee reflects maximum payment for general practitioner; value {or specialists is unavailable. 
Difttnct of Columbia fee indudes Maryland suburbs. Information on Nevada fees available only for pari of 
State. 

SOURCE U.S. Congress. Library of Congress, Congressional Research Servce. hSmdicwd Source Book: Background 
Data and Analysis (Washington, DC: U S. Government Printing Office, 1988), pp. 450-451. 
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Table 16-17— Extending Health Insurance to Uninsured Adolescents:' Potential Effect of 
Three Employer Mandates on Uninsured Adolescents 



Number of uninsurBd Addittonsri number Additional Number of unlnsurBd 

adolescents covered covered by changlno number covered adolescents not 

Uninsured adolescents' Totalnumber by a mandate covering mandate to cover by changlno covered by a mandate 

living arrangement/ of uninsured employees wfio woric employees wtio woric mandate to coverlngemployMSwtx) 

parent 5 work status adolescents in 19S8* at least 30 hours/Wk at I zs\ 25 hours/Wk 18 bourVWk work at least 18 hour/wk 



LMng without parents 862,000 126,000 11,000 32,000 693,000 

Parent Is self-employed 455,000 7,000 2,000 15,000 432,000 

Parent Is not working 413,000 5,000 0 3.000 405.000 

Parert worlcing fewer than 

26 weeks per year 236.000 4,000 0 3,000 229,000 

Parent worlcing 26 woeks per 

year or more 2,645,000 2 404,000 78,000 112,000 51,000 

Total 4,611,000 -;,546,000 90,000 165,000 1.810,000 

(100,0%) (55.2%) (2.0%) (3,6%) (39,3%) 



*ln 19S8. about 4.6 million ack>li>sc«nt» ag«s 10 to 16~15 percent overall— v«fro without h#atth insurar>c», 

SOURCE: R. Kronick, Adjunct Professor, University of California. SanDifrgo, JA, calculations basad on U.S. Dapartm«ntQfCommorc«,BuraauofthaC«ns4iS, 
March 1989 Currant Population Survay pubJic usa fitas. 1990. 



• Employees working 26 weeks or more in the 
preceding year are considered ''permanent" 
workers and are covered under the mandate. 

• The effects of the employer mandate are 
estimated using three different assumptions 
about the number of hours of work per week at 
which employees are covered: 18 hours, 25 
hours, and 30 hours. 

• Adolescents who do not live with their parents 
are not covered as dependents under the man- 
date; however, all other unmarried adolescents 
age 1 8 or younger are covered by the mandate 
if their parents were covered as well. 

If the employer mandate requires employers to 
offer healih insurance to all employees who work at 
least 30 hours a week, OTA estimates that approxi- 
mately 2.55 milHon uninsured adolescents, or 55 
percent of all adolescents cunently without health 
coverage, would become insured (see table 16-17). 
Reducing the hourly work threshold from 30 hours 
a week to 25 or 18 hours a week does increase the 
number of uninsured adolescents who would be 
covered by health insurance, but its effect is 
relatively minimal (at least within the range of 18 to 
30 hours a week). If the hourly work threshold is 
reduced to 25 hours per week, for example, an 
additional 90,000 adolescents (2 percent of all those 
uninsured) would be covered by health insurance. If 
the work threshold is 1 8 hours a week, an additional 
165,(XX) adolescents (or 4 percent of all uninsured 
adolescents) would be covered. 

O 
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Estimated Effects of Mtdicaid Expansions 

Proposals to expand Medicaid may either man- 
date that States broaden Medicaid eligibility or 
allow States that option. If the current categorical 
eligibility requirement of a '* deprivation factor" is 
maintained, the potential for an expansion in Medic- 
aid to cover significant portions of uninsured adoles- 
cents is severely limited. 

If all adolescents living with one parent whose 
income i.'. below the Federal poverty level were 
covered by Medicaid, approximately 621,000 of the 
4.6 million adolescents without health insurance 
would be covered (see taWe 16-18). Even if States 
were required to extend eligibility standards to all 
such adolescents, however, it is doubtful that all 
would enroll. In fact, many of the 8 percent of 
uninsured adolescents who were in single-parent 
households in 1987, with incoiiies below 50 percent 
of ix)verty , were already eligible to receive Medicaid 

If categoi ic?i eligibility requirements were 
dropped, and aU adolescents with family incomes 
below a specified standard wer* made eligible for 
Medicaid, then significant portions of the adoles- 
cents without health insurance could be covered by 
a Medicaid expansion. If Medicaid covered adoles- 
cents in families with incomes below 100 percent of 
poverty, for example, more than 38 percent of 
currently uninsured adolescents woui.^ be covered 
(see table 16-18). An additional 2^ percent of 
uninsured adolescents would be included if the 
income standard was raised to 149 percent of poverty. 

i J 
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Table le^lB-Extendlng Health Insurance to ""•'^^u'^^^'r^^^^^^^^^^ 
Potential Effect of Medicaid Expansions on Uninsured Adolescents 



Medicaid in come eligibilit y i eve?* ^ 
Baiow 50% of poverty 

50 to 99% of poverty 

100 to 149% of poverty 



Living with 
one parent 

316,000 
(7%) 
.. 305.000 
(7%) 
292,000 
(6%) 

150 to 199% Of poverty 

200% of poverty and above ^(6^^^ 

Total number of uninsured adoiescents 

covered under expansion 1.365.000 

Overall percentage of uninsured adolescents 
covered by expansion 



Estimated number (percent) of uninsured 
adolescents covered by the Medicaid expansion, 
by a dolescent's llvlr>o arrangennent 

Uving with two 
parents or IMngalone Total 



(30%) 



405,000 
(9%) 
700.000 
(15%) 
639.000 
(14%) 
436.000 
(9%) 
1.077.000 
(23%) 

3.246.000 

(70%) 



721.000 
(16%) 

1.005.000 
(22%) 
931.000 
(20%) 
594.000 
(13%) 

1.361.000 
(30%) 

4.611.000 

(100%) 



STTTTj^ atvvitd ft million adolwent9--1 5 percent av»f aii-v^t r« without health irwuranoa. ^ ^ . , . 

blCl'^/tS^^^^ -th iocon^s below .h. ,pedf i^d arr>ount wooid be covr^ by Med^.d^ 

c^ntiftCE R Kfonici' Adjunct Professor. Univ«r*ity of California, San Diego. CA, calculations b^«d on 
SOURCE. Jf^^^^^^ B^,^, of tha Census. March 1 9S9 Currant Population Survay puWic usaf»las. 

1990. 



Table 1S-1 ^Extending Health Insurance to 
Uninsured Adolescents:* Potential Effects of 
Vbrlous Combinations of Employer Mandates and 
Expansions In Medicaid on Uninsured Adolescents 



Percent of currently uninsured 
adolescents who would be insured 
under the indicated combination of 
an employer mandate and Medicaid 
expansion 



Medicaid income 
eligibility level^ 



Employees included 
in the mandate^ 

. (no. of hours worked weekly) 

employer J ^ 

mandate 30 hours 25 hours 18 hours 



No expansion 
Below 50% 

of poverty 1^ 

Below 100% 

of poverty 37 

Below 150% 

of poverty 57 

Below 200% 
of poverty 



0% 



55% 


57% 


61% 


68 


69 


72 


78 


79 


81 


86 


87 


88 


90 


91 


92 



»ln 1988, about 4.6 million adolft»c«ntfi— 15 p*rciintov«ral^^«r« without 

bA5«urne$ that all adoiesc«ms in tamllias with Incomes t)elow the spealfad 

amount wouW be covered by Medicaid. 
CThe empteyer mandate* aasume that all workers exduding th« »etr^ 

•mployed (and their dependents), who work more than the •^<^«»j*d 

numbi 01 hours for at (eaat 26 weeks during the preceding year, would be 

covered- 

SOURCf^ R Kronidi, Adjunct Protessor, University o< California, San 
Diego CA cakiulatlons based on U S. Department of Com- 
meroe. Bureau of the Census, Martin 1 989 Current Population 
Survey public use liles. 1990. 



Combined Approach: Employer Mandate 
With a Medicaid Expansion 

OTA estimates that if employers were required to 
provide health insurance to aU workers who worked 
at least 1 8 hours a week and if Medicaid were made 
available to all adolescents in families with incomes 
below 200 percent of the poverty level, then only 
8 percent of adolescents without health insurance 
would remain uninsured (see table 16-19). An 
employer mandate that included employees who 
worked at least 30 hours per week combined with a 
Medicaid expansion that included all adolescents 
below 1 00 percent of poverty would leave 22 percent 
of currently uninsured adolescents without health 
insurance. 

Most of the adolescents left out by the combina- 
tion of an en^loyer mandate and Medicaid expan- 
sion arc children of the self-employed. If the 
self-employed were included under a "combina- 
tion" mandate, nearly all currently uninsured ado- 
lescents would be covered. 

Of the proposals evaluated, clearly the single 
greatest impact on uninsured adolescents would 
come from an employer mandate. 
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Conclusions an^j Policy Implications 
Adolescents Without Health Insurance 

In 1988. about 4.6 million U.S. adolescents — or 
one out of seven overall — lack a key ingredient to 
access to heaiUi care: health insurance coverage. 
That health insurance coverage and ability to pay 
may determine when, or if at all, someone seeks 
medical services is well estabhshed. It has also been 
shown that while people with incomes below the 
Federal poverty level have .iignificantly fewer physi- 
cian contacts than others in the same state of health, 
Medicaid coverage can counter these effects of 
poverty. Yet one out of three poor adolescents ages 
10 to 18 is not covered by the Medicaid program. 
And few adolescents except those who are pregnant 
have benefited from recent Medicaid expansions. 
Family income is clear'y the most important deter- 
minant of health insurance status. But many adoles- 
cents in nonpoor families, including a significant 
proportion with working parents, also lack health 
insurance. Adolescent children of parents who work 
for small finns or are self-employed are especially at 
risk; approximately one out of four is uninsured, and 
adolescents in this group account for more than half 
of all uninsured adolescents. Overall, the percentage 
of the nonelderly population without health insur- 
ance is particularly high in the South and West, 
although only in eight States do 90 percent of 
residents have health insurance. 

Ninety-four percent of adolescents ages 10 to 18 
live with one or both parents, and the majority of 
them are covered by a parentis employer-sponsored 
health plan. But there is increasingly worrisome 
evidence that escalatmg health insurance costs are 
threatening coverage of adolescents and other de- 
pendents of the working insured. More workers than 
ever before are required to pay a higher share of 
insurance premiums to cover their dependents, and 
some receive no financial contribution from their 
employers for family bene /Us. The U.S. General 
Accounting Office recently found that, for lower 
income families, the high cost of family coverage 
can lead to decisions to forego dej)endent coverage 
altogether (67). In 1989, premiums for employer- 
sponsored health insurance for family coverage rose 
18 percent and cost, on average, more than $260 per 
month; parents paid an average share of $55 to $8 1 
per month depending on the type of plan. Deducti- 
bles and coinsurance requirements for covered 
benefits typically add annual out-of-pocket costs of 
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up to $2,000 per family for physical'* health 
problems; cost-sharing for mental health care and 
uncovered services can be an additional expense. 
Recent surveys of employers reflect their growing 
concern about the cost burden of covering their 
employees' dependents. Many employers report that 
they intend to increase their employees' share of 
premium costs, deductibles, and copayments. Some 
employers plan to cut benefiits for dependents. 

Most approaches to resolving the dilemma of the 
uninsured have focused on the overall nonelderly 
population, and no attention has been given to 
addressing the health coverage needs of adolescents 
in particular. Numerous commissions and studies 
have looked at a wide range of remedies to improve 
the plight of the uninsured including national health 
insurance proposals, employer mandates to provide 
health benefits to workers and their dependents. 
Medicaid expansion and reform, tax reform, and 
regulatory reform of employee health benefit plans 
and private health insurance (3,17,37,56,74). OTA 
does not endorse any particular approach but exam- 
ined the effects on adolescents of combining two 
generic proposals: 1) an expansion in Medicaid to 
cover all adolescents whose famihes have incomes 
below the Federal poverty level and 2) a mandate to 
employers to provide healtti benefits to all workers 
(and their families) working at least 30 hours 
weekly. Such an approach would insure approxi- 
mately 78 percent of uninsured adolescents ages 10 
to 18. 

At a minimum, the Federal Government should 
consider efforts to prevent any erosion in employer- 
sponsored health benefits for adolescent dependents, 
especially for critical health care needs such as 
treatment of acute and chronic illnesses, mental 
health care, substance abuse treatment, maternity 
care and related services (including family plan- 
ning), vision and dental care, and rehabilitative 
services, Congress could act to maintain current 
private health insurance benefits for adolescent 
dependents by prohibitmg employer-sponsored 
health plans from providing more limited benefits to 
health plan participants (i.e., subscriber or depend- 
ent) based on age or coverage status. 

As private health insurance benefits have not been 
developed or assessed with respect to the special 
needs of the adolescent population. Congress could 
also support an effort to develop a model health 
insurance benefit for adolescents. 

J o 
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Adolescents With Private Health Insurance 

Although adolescents with private health insur- 
ance have a wide range of benefits, their health plans 
may not meet some crucial adolescent healtii needs. 
Health benefits surveys show that 90 percent or more 
of employees with employer-based group health 
coverage have health benefits for hospital room and 
board, surgical services, physician visits, diagnostic 
X-ray and laboratory procedures, and outpatient 
pr 'ascription drugs. Mental health and substance 
abuse benefits are also available in most plans, but 
they are subject to separate and more stringent 
limitations than for "physical" problems. Preven- 
tive services, including basic immunizations and 
routine health assessments, are usually not covered 
for adolescents by private health plans, with the 
exception of health maintenance organizations. Most 
privately insured adolescents do not have basic 
dental, hearing, and vision benefits. 

Approximately on.?- third of privately insured 
adolescents are not covered for maternity-related 
services because of a loophole in the Pregnancy 
Discrimination Act of 1978 (Pub^c f^w 95-555) 
that allows employers not to cover maternity care for 
adolescent daughters of employees in their health 
benefit plans. Congress should consider amending 
the act to close tliis loophole. 

While it is not clear that physical and mental 
health care should be covered in precisely the same 
manner, there is evidence that current mental health 
benefits may lead to inappropriate hospitalization of 
adolescents and that the preferred approach to 
treatment, community- and family-based care, is 
often strictly limited or not covered at all. In 
addition, recent surveys of employers who provide 
health benefits indicate that coverage of mental 
health and substance abuse treatment for adolescent 
dependents may be in jeopardy. Inpatient treatment 
costs for mental health and substance abuse for 
adolescents are often substantially higher than for 
adults, and employers are finding that a rising share 
of their claims dollars are going towards the mental 
health and substance abuse care of their workers' 
children. As a result, many employers and health 
insurers are now reconsidering how and whether to 
cover mental health and substance abuse treatment 
for dependents. In fact, a recent survey of corporate 
benefits decisionmakers found that more than half 
predicted restricting or excluding coverage for 
dependent mental health or chemical dependency 
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illnesses. Congress could support an effort to 
develop a model health insurance benefit for mental 
health and substance abuse treatment for adoles- 
cents. It could also act to prevent any future erosion 
of benefits for adolescent dependents by requiring 
equivalent benefits for mental health and substance 
abuse for all recipients of employer-sponsored 
health benefits regardless of age or coverage status 
(i.e., subscriber or dependent). 

Little is known about the extent to which private 
health insurance reimburses nonphysician providers 
who are often key players in adolescent health 
settings, such as school-based clinics. How nurse 
practitioners, psychologists, clinical social workers, 
and drug addiction counselors are paid for their 
services can be critical to the development of 
additional low-cost community adolescent health 
care resources. Although many States mandate 
private health insurance coverage of some nonphysi- 
cian providers, especially psychologists, social work- 
ers, nurse practitioners, and clinical nurse midwivcs, 
it is not clear how many health insurance plans allow 
for direct payment for their services since a substan- 
tial proportion of employment-based health cover- 
age is ft^ee from State insurance regulation. The 
quality of care provided by nurse practitioners and 
clinical nurse midwives within their areas of compe- 
tence is equivalent to that provided by physicians, 
aiid these caregivers can be cost-effective substitutes 
for physicians in delivering many services (72). 
Under OBRA-89, State Medicaid programs are now 
required to cover certified pediatric and family nurse 
practitioners to the extent that they are legally 
authorized by State law to provide services even if 
they are not practicing under the supervision of, or 
associated with, a physician or other provider. 
Medicaid also nnandates coverage of clinical nurse 
midwife services. Congress could act to mandate 
private insurance coverage of nurse practitioners and 
clinical nurse midwives to boost the availability of 
personnel f:o treat adolescents and the financial 
viability of school-linked and other adolescent 
health centers. 

Adolescents in the Medicaid Program 

The Medicaid program may be more aptly de- 
scribed as a confederation of 50 State programs. 
Although Federal guidelines determine broad eligi- 
bility and coverage criteria, each State designs and 
manages its own Medicaid program. Consequently, 
eligibility requirements, services offered, utilization 
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limits, and provider payment policies vary widely 
among the States. How well Medicaid covers poor 
adolescents depends to a large extent on these 
State-specific features. 

Medicaid is a joint Federal-State entitlement 
program and its costs are shared by Federal and State 
Governments. The Federal share in each State 
Medicaid program ranges from 50 to 80 percent, und 
in fiscal year 1990 total expenditures were projected 
to total approximately $70.5 billion. Federal funds 
account for 56.9 percent of total Medicaid program 
expenditures, an estimated $40.2 billion in fiscal 
year 1990. Although actual data on Medicaid 
expenditures for adolescents are not available, 
HCFA estimates C adolescents ages 10 to 18 made 
up 17 J percent of Medicaid enrollment and 6.9 
percent of overall Medicaid expenditures in fiscal 
year 1988. 

One reason that so many poor adolescents are not 
covered by Medicaid is that ehgibility has generally 
been linked to participation in the AFDC cash 
welfare program. AFDC ehgibility hinges on not 
only whether family income and resources fall 
within the State's AFDC limits but also, with few 
exceptions, whetlier the family has a so-called 
'^deprivation factor" (i.e., at least one parent is dead, 
disabled, continually absent from the home, or, as of 
October 1990, in two-parent families whose princi- 
pal breadwinner is unemployed). In many cases, the 
States have failed to adjust the AFDC income 
standards for inflation and, consequently, the aver- 
age income threshold as a percentage of the Federal 
poverty level has been eroded substantially, from 
71 percent in 1975 to 47 percent in January 1990. 

OTA estimates th?it if AFDC categorical require- 
ments were dropped and all adolescents with family 
income below 100 percent of poverty were ehgible 
for Medicaid, then approximately 1 7 million poor 
adolescents (38 percent of those currently unin- 
sured) would be affected. If the current categorical 
requirement of a ' 'deprivation factor' ' is maintained , 
the potential for an expansion in Medicaid to cover 
significant portions of poor, uninsured adolescents is 
severely limited. If all adolescents in single-parent 
households with incomes below 100 percent of 
poverty were covered by Medicaid, OTA estimates 
that approximately 621,000 adolescents would be 
covered. Congress could expand Medicaid by man- 
dating State benefits to all adolescents through age 
18 with family incomes up to 100 percent of poverty 
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or include, as it has for children up to age six, all 
adolescents up to 133 percent of poverty. 

As part of OBRA-89, Congress significantly 
expanded adolescents' and other children's access to 
Medicaid-covered services by its reform of the 
EPSDT program. Under EPSDT, States are man- 
dated by Federal law to periodically screen Medicaid- 
eligible adolescents for any illnesses, abnormalities, 
or treatable conditions and refer them for definitive 
treatment. The OBRA-89 amendments dramatically 
broadened Medicaid coverage of children and ado- 
lescents by essentially eliminating any State Medic* 
aid limitations on diagnosis or treatment for any 
health condition identified during the course of an 
EPSDT screen as long as the services are within the 
limits of Federal Medicaid guidelines and are 
deemed medically necessary. The potential for 
providing comprehensive health services using EPSDT 
will not be fully realized, however, if adolescent 
Medicaid recipients do not get screened. Although 
the program has been shown to improve children's 
health and reduce health care costs, use of EPSDT 
services is extremely low, especially in rural areas. 
In fiscal year 1988, average program expenditiues 
were only $9 per Medicaid enrollee age 20 and 
younger, and were directed largely towards younger 
children. HCFA estimates that while, in fiscal year 
1988, average per enrollee expenditures for EPSDT 
screening were $15 per child under age 5, they were 
only $4 for adolescents ages 10 to 14 and $3 for 
adolescents ages 15 to 18. Congress could act to 
provide direct subsidies to EPSDT outreach pro- 
granis that make effective efforts to involve adoles- 
cents in EPSDT. 

Even if a poor adolescent holds a Medicaid card 
that represents a rather rich package of health 
benefits, finding a private physician willing to see 
Medicaid patients can be a significant problem 
especially among some medical specialties and in 
certain geographic areas. Low payment rates, exces- 
sive administrative burdens, as well as other factors 
often discourage physicians from participating in 
Medicaid. Overall participation is particularly low 
among two specialties that are particularly important 
to adolescents, OB/GYN and psychiatry. 0BRA-8V 
directed the Physician Payment Review Commis- 
sion to examine the adequacy of physician payment, 
physician participation, and access to care by 
Medicaid beneficiaries and report to Congress by 
July 1, 1991. In considering potential Medicaid 
physician payment reform resulting from the Physi- 
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cian Paymem Review Commission effort, Congress 
could give high priority to providers involved in 
direct service to adolescents. 

Conflict Between Confidentiality 
and Insurance Reimbursement 

Even if appropriate ben^;fits are available, adoles- 
cents who are concerned about confidentiality may 
be reluctant to seek care from providers if their 
private health plan requires parents to submit a claim 
for reimbursement (as most do). An adolescent with 
Medicaid coverage who must present a parent's 
Medicaid card to gain access to care faces the same 
dilemma. It may be important to evaluate the 
feasibility of direct funding of some paiticularly 
sensitive adolescent health services, such as preg- 
nancy testing and early prenatal care, mental health 
and substance abuse counseling. 

Summary of Policy Implications 

• Congress could act to maintain current private 
health insurance benefits for adolescent de- 
pendents by prohibiting employer-sponsored 
health plans from providing more limited 
benefits to health plan participants (i.e., sub- 
scriber or dependent) based on age or coverage 
status. It could also support an effort to develop 
a model health insurance benefit for adolescents. 

• Congress could consider amending the Preg- 
nancy Discrimination Act of 1978 (Public Law 
95-555) to close the loophole that allows 
employers not to cover maternity care for 
adolescent daughters of employees in their 
health benefit plans, 

• Congress could support an effort to develop a 
model health insurance benefit for mental 
health and substance abuse treatment for ado- 
lescents. It could also act to prevent any future 
erosion of benefits for adolescent dependents 
by requiring equivalent benefits for mental 
health and substance abuse for all recipients of 
employer-sponsored health benefits regardless 
of age or coverage status (i.e., subscriber or 
dependent). 

• Congress could act to mandate private insur- 
ance coverage of nurse practitioners and clini- 
cal nurse midwives to boost the availability of 
personnel to treat adolescents and the financial 



viability of school-based clinics and other 
adolescent health centers. 

• Congress could expand Medicaid by mandating 
State benefits to all adolescents throu^^h age 18 
with family incomes up to 1(X) percent of the 
Federal poverty level or include, as it has for 
children up to age 6, all adolescents up to 133 
f>ercent of the poverty level. 

• Congress could act to provide direct subsidies 
to EPSDT outreach programs that make effec- 
tive efforts to involve adolescents in EPSDT 

• Congress could give high priority to providers 
involved in direc; service to adolescents in 
considering any potential Medicaid physician 
payment reform that results from the Physician 
Payment Review Commission's OBRA-89- 
mandated effort to examine the adequacy of 
physician payment, physician participation, 
and access to care by Medicaid beneficiaries, 

• Congress could consider direct funding of some 
particularly sensitive adolescent health serv- 
ices, such as pregnancy testing, early prenatal 
care, and mental health and substance abuse 
counseling. 
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Introduction 

Who should decide whether an adolescent is 
provided health services, what health services are 
provided, and how health services are provided? The 
adolescent? The adolescent's parents or legal guard- 
ian? Health professionals? The state? And who 
should decide whether adolescents* communica- 
tions with health professionals and health care 
records are to be treated as confidential? 

The question of how authority for adolescent 
health care decisionmaking should be allocated has 
been much debated — and is far from being settled. 
The body of law that determines how this authority 
is allocated — including the extent of parental in- 
volvement in adolescent health care decisionmaking — 
is summarized in this chapter. That body of law is 
large and complicated and is not always clear or 
consistent, in part because it is an amalgam of 
decisions of State and Federal courts, statutes passed 
by Congress and State legislatures, and regulations 
issued by executive departments and agencies. 

The common law rule — ^to which there are many 
notable exceptions identified in this chapter — is that 
parental consent is generally required for the medi- 
cal or surgical care of a minor child (i.e., a son or 
daughter who has not reached the age of majority, 
either age 18 or 19, depending on the State). The 
rationales for parenUd consent requirements are 
several. One rationale is that minors lack the 
capacity to make their own health care decisions and 
need to be protected from their own improvident 
decisionmaking. The legal presumption that minors 
are incompetent rests at least in part on an assump- 
tion of courts and legislators that minors as a class 
lack the requisite capacity to make health care 
decisions for themselves. Recently, the factual 
validity of that assumption has been increasingly 
criticized on the ground that it inequitably denies 
minors in middle or late adolescence — many or most 
of whom may actually have the requisite decision- 



making capacity — the power to make their own 
decisions about services. Several empirical studies 
that challenge the legil presumption about the 
incompetency of minors to make health care deci- 
sions are summarized in the second part of this 
chapter. 

It is important to recognize, however, that con- 
cerns about adolescents' competency to make deci- 
sions are not the only rationale for parental consent 
requirements. Several other rationales for such 
requirements are reviewed in the discussion that 
follows, among them the state's interest and fami- 
lies' interest in encouraging family involvement in 
minors* hves and health care providers' interest in 
being able to receive compensation for the services 
they provide to minors. 

How the law should allocate authority for making 
decisions about adolescent health care has tradition- 
ally been a matter for the individual State govern- 
ments to determine, but the allocation of authority is 
or can be controlled or influenced to some extent by 
the Federal Government acting through the Federal 
courts, Congress, and Federal agencies. If it chose to, 
Congress could incre£ise the Federal Government's 
role in the formulation of more uniform or coherent 
policies pertaining to the allocation of authority for 
adolescent health care decisionmaking. That and 
other possibilities are discussed, and a conceptual 
framework for public policy fonnulation in allocat- 
ing authority for adolescent health care decision- 
makmg is presented, in the concluding section of 
this chapter. 

Law Pertaining to Consent and 
Confidentiality in Adolescent 
Health Care Decisions 

The large and comphcated body of law that 
determines the allocation of authority for adolescent 



*This chapter is based on a Fcbroary 1990 back^ound paper entitled "Adolescent Health Care Decisionmaking: The Law and Pubhc Policy.*' 
prepared for OTA*s Adolescent Health Project under contract to the Carnegie Council on Adolescent Development by J. G>ttler» M. C?uigley-Rick» and 
MJ, Saks, That background paper has been published separately in its entirety, including extensive legal citations, ar>d is available from the Carnegie 
CouiKiJ on Adolescent Development, Washington, DC, or from 07A 
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health care decisionmaking is sinnmarized below. ^ 
Much of the law focuses on the nature and extent of 
parental involvement in adolescen: health care 
decisionmaking, including whether an adolescent\s 
parents must consent to the delivery of health 
services to the adolescent and whether an adoles- 
cent's parent must be notified of the adolescent's 
decision to obtain health services or of the adoles- 
cent's actual receipt of health ser vices. 

As noted in the introduction, the body of law ihat 
determines the allocation of authoriiy for adolescent 
health care decisionmaking is not always clear or 
consistent, in part because it is an amalgam of 
principles iuid rules drawn from different areas of 
law (e.g., tort law, contract law, family law, and 
constitutional law) and different jxinsdictions, and in 
part because it consists of decisions of Federal and 
State courts, statutes passed by Congress and State 
legislatures, and regulations issued by executive 
departments and agencies. For at least some adoles 
cents, a lack of information about what services they 
can or cannot receive without parental consent or 
notification may be a barrier to their seeking or 
receiving certain types of health services. For other 
adolescents, the barrier may be the substance of the 
laws requiring parental consent or notification rather 
than confusion about what the law allows. 

Parental Consent Requirements 

Anglo-American law draws a sharp distinction 
between adults and minors, and it is well established 
that minors have fewer rights and more restrictions 
on their liberty than adults (27,33). It is also well 
established that pajents have a right to care, custody, 
and conu-ol of their minor children (83). Perhaps not 
surprisingly, therefore, the common law rule is that 
parental consent is generally required for the medi- 
cal or surgical care of a minor child. ^ The age of 
majority is determined by individual States. Cur- 
rently, the age of majority is set at age 18 in every 



State but Alaska, Nebraska, and Wyoming, where 
the age is 19. States can modify the age of majority 
to confer upon minors rights normally reserved for 
adults, and five States (Alabama, Kansas, Rhode 
Island, South Carolina, and Oregon"^) have enacted 
statutes that specifically authon/e minors who have 
reached a designated age — ^ranging from 14 to 
16 — to consent to health care. 

The parental consent requirement reflects the 
application to minors of the tort law doctrine of 
informed consent, as well as principles under 
contract law. As discussed later in this chapter, the 
legal doctrine of informed consent is based on the 
premise that every person has the right to detenmine 
what is done to his or hei own body. The doctrine of 
informed consent holds, therefore, that physicians 
and surgeons have a duty to give their adult patients 
the information necessary for making an informed 
and volimtary choice concerning medical treatment 
or surgery; the failure by a physician or surgeon to 
obtain informed consent from a patient may give rise 
to a civil liability and an award of damages. ^ In 
addition, under contract law, the relationship be- 
tween a doctor and an adult patient is usually 
considered a contractual relationship. Among the 
essentials of any contract are competent parties. 

Traditionally, minors have been deemed incom- 
petent as a matter of law to give informed consent to 
medical and surgical care and incompetent to enter 
into binding conuacts, including contracts vvith 
physicians and surgeons. Thus, parental consent has 
been required for provision of health services to 
minors. 

The rationales for parental consent requirements 
in the area of health care are several . One of the main 
rationales for the parental consent requirement — 
based on the assumption that minors lack the 
requisite capacity to make health care decisions — is 
the need to protect minors from their OMm improvi- 



^Although ibc focus of this OTA Report is on ^'adolescents" defined as individuals ages 10 to 18. the law regards 10- to l?.'ycar-old8 not as 
•'adolescent^** but as ciither ' minors*' or 'adults." Since !8-ycar-olds arc legally considered adults in all but ihr^ States, most of the issues about 
adolcsccni health care decisionmaking raised in this chapter pertain to adolescents ages 17 and under. 

^Scc. for example. Bonner v Moran, 75 App. D C. 156. 126 F.2d 121. 123 (D.C Cir. 1941); Rogers v. Sflls, 178 Okla, 103. 61 P.2d 1018 (1936); 
Browning v. Hogan, 90 W. >A 568, 111 S E. 492 (1922). See Instinite of Judicial Administration and American Bar Association, Juvenile Justice 
standards Project. SianJards Relating to Rights of Minors (47); G.D, Dodsan. 'Legal Rights of Adolescents; Restrictions on Liberty, Emaocipation, 
and Status Offenses ' (33); and R. Bennett. 'Allocation of Child Medical Care Decision-Making Authoriiy: A Suggested Inicrcst Analysis" (19), 

^ALA, CODE 5 22-8^ (1984); KAN STAT. ANN. § 38-123b (1986); R.L GEN. LAWS § 23-4. 6-1 (1985); S O, CODE ANN § 20-7-280 (Law. 
Co-op. 1985); OR, REV STAT § 109,640(1981) 

law of lort.s protects persons against unauthorized bo(l»ly invasion Bodily contact with a patient by a physician or surgeon without the patient's 
coascnt constitutes icchmcai hancry. which is a lort (53) 
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dent decisionmaking,^ Accepting for the sake of 
argument that minors in fact need protection from 
their own improvident decisionmaking, there re- 
mains the question of why parents have been legally 
authorized to make health care decisions on behalf 
of their minor children. There appear to be two 
operative premises in this regard: 1) that parents, in 
contrast to their minor children, possess the intelli- 
gence, maturity, and experience needed for adequate 
and appropriate health care decisionmaking; and 2) 
that parents usually have an identity of interest with 
their minor childii^n and will act in their best 
interests. In at least some situations, parents and 
their adolescent children do not have an identity of 
interest, and sometimes their interests may conflict. ' 
It is precisely such situations that give rise to 
concerns that parental consent or notification re- 
quirements ma> create barriers to adolescents' 
seeking or reM*wing renain types of health services. 

Another rationale for the parental consent require- 
ment — apart from the need to protect minors from 
their own improvident decisionmaking — is a belief 
that the parental consent requirement promotes 
family autonomy^ and privacy and promotes paren- 
tal authority^ and control of minor children. Family 
autonomy and parental authority, in turn, are often 
viewed as fostering the stability and cohesiveness of 



the family as an institution and of individual family 
units. The U.S. Supreme Court has commented in a 
series of decisions on the importance of family 
autonomy and parental authority, and the Court has 
extended Federal constitutional protection, albeit 
not absolute protection, to family autonomy and 
parental authority.*^ The parental consent require- 
ment also seems, at least somewhat, to be designed 
to protect parents from financial liability arising 
from the provision of health serv.ces, without their 
consent, to their children and to ensure providers of 
the availability of i payment source for the services 
they provide to minors. 

Exceptions to the Parental Consent 
Requirement 

Over the years, tne number of exceptions to the 
parental consent requirement applicable to the 
health care of minors has grown significantly. 
Exceptions to the parental consent requirement, 
described below, tend to fall into four categories: 

• exceptions arising out of the jurisdiction of 
juvenile and family courts over abused and 
neglected minors, 

• exceptions related to the status and characteris- 
tics of individual minors (e.g., emancipated, 
independent, or mature minors). 



Hn dealing vnih issues of consent to hcaJlh care for minors, Slate courts and lower Federal courts have consistently expressed concern about the 
dcc\siom\3kingciipahiUutsof mmoTs in Bonner ^ 156, 126F.2d 121. 122 (1941). for example, the court slated: ' In deference 

to conimon experience, there is general recognition of the fact that many persons by reason of their youth are incapable of intclligcnl decisions, as a result 
of which pubhc policy demands legal protection of their personal as well as their property rights/ ' In recent years, the U.S. Supreme Court, in dealing 
with issues concerning access of minors to contraceptives and abortions and the civil commitment of minors, has similarly expressed concern about the 
decisionmaking capabihties of minon For example, in Parham v 442 U S 584. 602, 603 (1978). the court suied; 'Most children, even in 
adolescence, simply arc not able to make sound decisions, including their need for medical care or treatment." See alsoBelloai v, Baird, 443 U S 622. 
633, 640 (1978). reh. denied. 444 ILS 887 (1979); Planned Parenthood of Mm ouri v. Danfonh. 428 U.S. 52. 91 (1976) (Stewan, J,, concurriyig); Carey 
V, Population Services Internationai 43 1 U.S. 678. 709 (1977) (Powell. J. concurring). Carey v Population Services Internatu nal, supra at 7 14 ( 1977) 
(Stcveas. J concurring). 

^For a further discussion of how the interests of an adolescent, the adolescent's parents, the state, and health pmvidcfs may differ, see box 1 7 B in 
lijc concluding section of this chapter. 

^Family autonomy refers to noninterference by the stale in the right of families to make important decisions ^. )nccming family life and family 
members. A n^adition of family autonomy is deeply imbedded in Anglo American law and can be traced back to Rotran law. the Judeo Christiaii tra Jiiion, 
i«)d Anglo-Saxon customary law Family autonomy often but not always equated wuh parental authority (42) 

"^Parental authority refers to the deference of the state to the right of parents to make childreariig dccisioas (42) At common law. minor children 
were in effect the chattels or property of their parent, who had virtually the unfettered right to rear them as they saw fit. Over time, minok children 
increasingly have been recogmzed as having independent nghts (45). yet they arc sHU largely subject to the authority of their parent.s. 

•^naliJic of decisions over 50 years, the U.S. Supreme Court has held that parents havt a Federal constitutional right to direct the upbringing of their 
children frx from state intervention in the absence of a constirutionaUy acceptable justification for such intervention. The Court 's most notable decisions 
in this regard arc Meyer v, Nebraska. 262 U.S. 390 (1923), Pierce v. Society of Sisters, 268 US. 510 (1925); Prince v. Massachusetts, 321 US 158 
(1944); and Wisconun v. YoderA06VS. 205 (1972). See also Oinsburg v. New York 390 U S. 629. 634 (1968). reh. denied, 391 U S. 971 (1973). In 
another hnc of decisioriS, the U S, Supreme Court has afford^ minors some of the same constitutional rights tliai adults are afforded in areas that do 
not directly implicate parents' right to direct the upbringing of their children. See. for example. In re Gault, 387 U.S. 1 (1967); Tin^^er v Des Moines 
Independent Community School District, 393 U.S. 503 ( 1969). and Goss v. Lupei, 419 U.S.. 565 (1975), Li rcceii: years, the U S. Supreme Court has 
begun to confront conflicts between a parent's asserted right to direct the upbringing of his or her minor child and the minor's assertion of his or her 
own independent nghts and has issued several decisions involving acmal or potential parent-child conflicts with inspect to the access of minors to 
contraceptives and abortioas and the civil commitment of minors, Tkkcn as a whole, however, the results and rationales of the Supreme Court's de-nsions 
do not reflect a cohaent approach to such conflicts. 



EMC 



J ■ ■ O 



Ilh126 • Adolescent Health---)A)lume III: Crosscutting Issues in the Delivery of Health and Related Services 



• exceptions for health emergencies, and 

• exceptions for specific health problems and 
services (e.g., services related to ser^ual activi- 
ties, drug and alcohol abuse, or mental health). 

As noted in ihe discussion that follows, some of the 
exceptions apply to certain categories of minors 
regardless of their age, and others are directed at or 
affect primarily adolescent minors. For a number of 
exceptions to parental consent requirements for 
specific health problems, as will be discussed later, 
there are now in place parental notification require- 
ments. 

Exceptions Arising From Juvenile and 
Family Courts' Jurisdiction Over Abused and 
Neglected Minors 

In all States, juvenile and family courts have 
jurisdiction over minors of all ages who have been 
abused or neglected. Exercising this jurisdiction, 
juvenile and family courts have traditionally had the 
power to intervene to secure health services for 
minors whose parents refuse to consent to the 
provision of services if the parents' refusal is 
deemed medical neglect. The basis for judicial 
intervention under State juvenile and family court 
acts in such instances is the state's parens patriae 
power. In m^ny instances where medical neglect is 
alleged, the parents' refusal to consent to care is 
based on religious convictions. Judicial intervention 
typically occurs only when a minor's life is or will 
be threatened because of lack of care. 

Exceptions Related to the Status and 
Characteristics of Individual Minors 

Two major types of exceptions to the parental 
consent requirement are related to the status and 
characteristics of individual minors: 

• exceptions for emancipated" minors and 
"independent" minors, and 

• exceptions for *'mature" minors. 

Exceptions for ''Emancipated'' jnd ''Inde- 
pendent Minors — Emancipation is a somewhat 
murky and confused area of the law,'' but generally 
speaking, ^'emancipated minors" are minors who 
have been legally freed from the control and 
authority of their parents. Under the common law 
doctrine of emancipation, courts — without explicit 



statutory authorization — may use various factors in 
detemiining whether a minor's emancipation has 
taken place. Emancipation may be found to have 
occurred in accordance with an express agreement 
between a minor^s parents and the minor or may be 
implied from the acts of the minor*s parents and the 
mii?c>r. The main indicia of emancipation implied 
from the acts of the parties are a minor's marriage, 
a minor's induction into the armed services, a 
minor's eslabhshment of a home away from that of 
his or her parents, a minors' economic independence 
from his or her parents, and a minor's age (50). 
Emancipation under common law may be complete 
or partial and may or may not result in a rrinor's 
having the right to consent to health services. 

About half of the States have enacted statutes that 
provide for court-ordered emancipation of minors or 
specify that certain designated acts by a minor's 
parents, a minor, or both constitute emancipation. 
Some of these statutes explicitly state that emancipa- 
tion under these statutes removes the disabilities of 
minority, including the requirement of parental 
consent to health services. Thus, minors emanci- 
pated under these statutes have the right to consent 
to health services. 

A substantial number of States have enacted 
statutes that authorize minors who have attained 
varying degiees of independence to consent to 
health services but that do not use the temi * *emanci- 
pation" or "emancipated" minors. Over half of the 
States have * *independent minor' ' statutes that allow 
minors who are parents to consent to health care for 
themselves and/or their children; about half of the 
States have statutes that allow married minors to 
consent to health care; and some States have statutes 
that allow independent minors in other categories 
(e.g., minors living apart from their parents and 
managing their own financial affairs, minors in the 
military, minors who are high school graduates) to 
consent to health services. 

Emancipated minor and independent minor ex- 
ceptions to the parental consent requirement affect 
minors who have achieved complete or substantial 
independence from their parents, so they primarily 
affect adolescent minors. The focus of these excep- 
tions is the minor's independence, not the minor's 
capacity to make health care decisions. These 



"For discussions of the origins and development of emancipation, see H.H, Clark, The Law of Domestic Relations in the United States (27); F. Cady, 
''Emancipation of Minors" (24); and S, Katz, W Schroedcr, and L. Sidmao, "Emancipating Our Children — Coming of Age in Legal Anierica** (50). 
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exceptions seem to reflect legis^'^'^'vr judgments that 
a niinor who is part of a functioning family, or 
whose parents exercise little or no control over him 
or her, is in a better position to make heal*h care 
decisions than the minor*s parents. 

KxceptKons for ''Mature'' Minors — The **ma- 
ture minor" exception to the parental consent 
requirement has been enunciated primarily by courts 
rather than by State legislaUires. This exception was 
recognized by State courts beginning in the early 
1900s. According to one authority, the factors 
supporting a determination of a minor's maturity for 
purposes of health care decisionmaking in these 
decisions are ai> follows: 

(1) the treatment is undertaken for the benefit of 
a minor rather than a third pany; (2) the particular 
minor is near the age of majority; (3) the minor is 
considered to have sufficient mental capacity to 
understand fully the nature and importance of 
medical steps proposed; (4) the prtxedures are 
characterized as less than "major/' not serious*" or 
not overly **compIex'' (75), 

Recently, the mature minor doctrine has been 
apphed by the U.S. Supreme Court in decisions 
dealing with the right of a minor to family pla^ining 
services and abortion services (see discussion below). 
Only a few States have mature minor statutes. Thr^e 
States (Arkansas, Mississippi, and New Hamp- 
shire^^) have enacted statutes that explicitly author- 
ize mature minors to consent to health services, and 
two States (Idaho and Nevada^ ^) have enacted 
statutes that are somewhat ambiguous but could be 
vOnstrued to constitute mature minor consent stat- 
utes, 

TTie mature minor exception to ihe parental 
consent requirement is based on a rejection of the 
presumption of minors' incompetency and the un- 
derlying assumption that minors as a class lad* 
decisionmaking capacity; this exception allows for 
individualized determinations of minors' actua' 
decasionmakirig capacity. Because it pertains to 
mature minors, this exception to the parental consent 



requirement probably most often apphes to minors 
in middle and late adolescence. 

Exceptions for Health Emergencies 

In health emergencies, medical or surgical care 
may be fimiished to minors without parental con- 
sent. The emergency exception to the parental 
consent requirement was originally enunciated by 
the courts. More than half of the States now have 
statutes that codify the exception. Some of the State 
statutes simply authorize emergency care of a minor 
without parental consent; others state that a physi- 
cian or other healui professional who treats a minor 
in an emergency '»'ithout parental consent is relieved 
from liabihty: and still others provide that a minor 
may consent to emergency care. 

Exceptions for Specific Types of Health Services 

Exceptions to the parental consent requirement 
for specific health problems or specific types of 
services fall into three major categoiies: 

• exceptions for health services related to sexual 
activities, 

• exceptions for health service:> related to drug 
and alcohol abuse, and 

• exceptions for mental health services, 

Exceptions for Health Services Related to 
Sexual Activities — Exceptions to the parental con- 
sent requirement for health services related to sexual 
activities are of three general types: 1 ) exceptions for 
health services relate<l to venereal,'"* sexually trans- 
mitted, anc* infectious diseases iuiu acquired immu- 
nodeficiency syndrome (AIDS); 2) exceptions for 
family planning services and al tion services; and 
3) exceptions for pregnancy- related health serv- 
ices.'"^ 

Eyceptions for Health Sennces Related to Verie- 
real Sexually Transmitted, and Infectious Diseases 
and AIDS — Almost all States have enacted legisla- 
tion that specifically allows minors to consent to or 
to receive services for a venereal or sexually 
transmitted disease without parental consent. More 



'2ARK. CODE ANN. § 20^9-602(7) (1987); MISS CODE ANN. J 41-41"3(h; (Supp. 1988), N.H. REV. STAT. ANN. § 1 1 8-B: 12a ( 1984), 

»HDAHOCODE§ 4302 (1985); NEV. REV STAT § 129 030(2) (1987). But sec NEV REV STAT § 1290.30(1 ) (1987) 

*^Ijq common usage, the tcnn "venereal disease*' has been replaced by "sexually transmirtod disease" (see ch 9. "AIDS arki Other Sexually 
Transmitted Diseases ; Prevention and Services/* in Vol, 11. However, because some Sutc statutes use the older term venereal disease, it w included here 

'^Tbc effectiveness oi services related to adolescents' sexual behavior— <g, services for the prevention and treatment of AIDS and other sexually 
transmincd diseases, family planning services, and pregnancy -related services— is discussed in Vol. n in ch, 9. 'AIDS and Other Sexually Transmitted 
Diseases: Prevcution and Services," and ch, 10. "Pregnancy and Parenting; Prevention and Services " 




IIH28 • Adolescent Health— Volume III: Crosscutting Issues in the Delivery of Health and Related Services 



than two-thirds of the States have enacted legislation 
that specifically allows minors to obtain without 
parental consent health services for venereal dis- 
ease**; about one-quarter of the States have a statute 
that allows services without parental consent for 
*'sexualiy transmitted disease/* A few States have 
a statute that allows minors to obtain services 
without parental consent for ** infectious, conta- 
gious, communicable and reportable diseases'* (or 
some variant thereof). None of the State sta^ates just 
mentioned expressly covers testing for infection 
with human immunodeficiency virus (HTV), the 
virus that causes AIDS, but some of them may cover 
or could be interpreted to cover HIV testing, A few 
States have statutes that expressly authorize minors 
to consent to or to receive HIV testing without 
parental consent. 

Most of the State statutes just mentioned allow 
minors of any age to consent to services or to receive 
services for the diseases specified without parental 
consent, although others specify that minors must be 
12 or 14 to consent to these services. The fact that 
these statutes impose either no age limit or a very 
low age limit for minors to consent to or to receive 
services for these diseases without parental consent 
appears to stem from a legislative recognition that 
society has a critical interest in facihtating and 
encouraging access to health services to reduce the 
spread of disease among its citizens. 

Exceptions for Family Planning Serxices^^ and 
Abortion Services — Restrictions on access to family 
planning services and abortion services by adoles- 
cents are governed by Federal constitutional law as 
interpreted by the U.S. Supreme Court and the lower 
Federal courts, and the Supreme Court is the final 
arbiter of what is constitutionally permissible and 
impermissible when it comes to State-imposed 
restrictions — including parental consent and notifi- 
cation requirements — on the provision of family 
planning services and abortion services to minors. 



In the landmark 1965 case Griswold v. Connecti- 
cut [381 U.S. 479 (1965)] and in Eisenstadt v. Baird 
[405 U.S. 438 (1972)1, the U.S. Supreme Court held 
that an individual has a constitutionally protected 
**right to privacy'* under the 14th amendment 
encompassing decisions with respect to the use of 
contraceptives.*^ In the 1977 case Carey v. Popula- 
tion Services International [431 U.S, 678 (1977)], 
the U.S. Supreme Court established that minors as 
well as adults have a constitutionally protected right 
to privacy with respect to the use of contraceptives.'^ 
A httle under half of tlie States have statutes 
providing that minors may obtain without parental 
consent what are variously described as contracep- 
tives, birth control services, or services for the 
prevention of pregnancy. Some of these statutes 
impose restrictions on minors ' obtaining these 
services without parental consent (e.g., that the 
minor be of a certain minimum age, be referred from 
a designated source, possess a certain maturity and 
intelUgence, or be likely to suffer detrimental health 
consequences if the services are not provided). 
Many of them explicitly exclude or have been or 
could be interpreted as excluding abortion from the 
services thf^t minors may obtain. 

In the landmark 1973 decision Roe v. Wade [410 
U.S. 113 (1973)1, the U.S. Supreme Court held that 
the constitutional right to privacy encompassed a 
woman's decision about whether to have an abortion 
and invalidated State criminal statutes prohibiting 
nontherapeutic abortions at any stage of pregnancy. 
At the same time, however, the Court ruled that a 
State did have legitimate interests (e.g*, in safe- 
guarding maternal health, in maintaining proper 
medical standards, and in protecting human life) that 
could justify State regulation of the performance of 
abortions.*^ 

Since 1972, the Supreme Court has issued several 
decisions that have extended to minors at least some 
constitutional protections with respect to the right to 



^^Family planning services arc contraceptives and other birth control services, with the exceptions of sterilization aud abortion. 

'^Iii Griswold y. Connecticut [381 U,S. 479 (1965)1. ^ Supreme Court belli iluit Slate legulntiou of uiie of coutiaceptiveift by midrtcd pet«om 
invaded **the ^-one of privacy created by several constitutional guarantees*' and struck down as unconstitutional a State statute prohibiting the use of 
contraceptives by married persons. In Eisenstadt v. Baird [405 U.S. 438 (1972)]. the Court held that unmanied as well as married persons had a right 
to privacy with respect to contraceptive use. 

'*In Carry v. Population Services International [431 U.S. 678 ( 1977)). the Supreme Court spccificaJly held unconstitutional a State statute prohibiting 
the sale or distribution of contraceptives to minon. The Court indicated that '* State rcsirictioiLS inhibiting privacy rights arc valid only if tliey serve any 
significant State interest . . . diat is not present in the case of an adult/' 

i^Tbe Supreme Court ruled in Roe v. Wade that during the first trimester of pregnancy, a State may require otily that the abortion be performed by 
a hcenscd physician; that after the fwst trimester, a Stale may **regulaie the abortion procedure in ways that arc reasonably related to maternal health;*' 
and that ooce the fetus is "viable/' a State may "regulate, even proscribe, abortion except where it is necessary in appropriate medicd judgment, for 
the prcscrA....onof life or health of the mother * [410 U.S. at 164-65). 
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Laws related to the allocation of authority for decisions 
alx>ut the provision of health services to minors have 
historically been the province of State legislatur es« State 
courts, and State administrative agencies, but the U.S. 
Supreme Court decides whether State laws adhere to 
the requirenients of the U,S, Constitution. 

have an abortion. The U.S. Supreme Court has not 
held a parental consent requirement for a minor's 
abortion to be unconstitutional per se. It has ruled, 
however, that a minor's parents caimot be given an 
absolute veto of a minor's decision to undergo an 
abortion; any parental consent requirement for a 
minor's abortion must be coupled with the availabil- 
ity of a ''judicial bypass" procedure, under which a 
minor can secure court approval for an abortion if 
she can demonstrate to the court that she is mature 
enough to .nake the abortion decision or that the 
abortion woul ' be in her best interests. The Court 
has also indicated that the judicial bypass procedure 
must ensure a confidential and expeditious proceed- 
ing. In the wake of the Supreme Couri^Roe v. Wade 



decision and related decisions, about one-quarter of 
the States have enacted statutes requiring parental 
consent to abortion for nninors. Some of these State 
statutes have been invalidated or are currently being 
challenged on Federal constitutional grounds, how- 
ever, so not all of the statutes are currently being 
enforced. 

It is important to emphasize that Federal constitu- 
tional law concerning the permissible scope of State 
regulation of abortion as interpreted by the U.S, 
Supreme Court is in flux. The Supreme Court's 
decision in the 1989 case Webster v. Reproductive 
Health Services [109 S. Ct. 3040 (1989)] appears to 
give the States greater leeway in restricting abor- 
tions and at the same time casts doubt on the future 
of Roe v. Wade and other Supreme Court decisions 
dealing with abortion. To the extent that Webster 
and future rulings increase States' ability to restrict 
abortion generally, they may reduce minors' access 
to abortion — even though the decisions do not 
directly address the question of parental consent. 

Exceptions for Pregnancy -Related Health Services — 
Over half of the States have statutes specifically 
authorizing minors to consent to pregnancy-related 
health services (e.g., testing to determine pregnancy, 
prenatal care, and dehvery services). Since these 
consent statutes are directed at pregnant minors, they 
are in effect adolescent consent statutes. 

Exceptions for Health Services Related to Drug 
and/or Alcohol Abuse^' — All but five States (Alaska, 
Arkansas, Oregon, Utah, and Wyoming) and the 
District of Columbia have statutes specifically 
authorizing minors to consent to drug- and/or 
alcohol-related health services or to receive such 
services without parental consent. Two-thirds of the 
States have statutes covering health services related 
to both drug and alcohol abuse and dependency; 
other States have statutes covering health services 
related to drug abuse or alcohol abuse but not both. 
The majority of State statutes that allow minors to 
obtain treatment for drug and alcohol abuse without 
parental consent do not impose minimum age 
requirements, although some of them pertain only to 
minors who have reached a designated age — ranging 
from 12 to 16 years of age. 



^"^olablc Supreme Court dccUioas dealing with parental cotiscnl to a min^^'^s abortion include Planned Parenthood of Missouri v. Danforth [428 
U.S.52(1976)],ln5W/f?mv.BflirJ(Bcll0Tti U)[U3,\),S.t22{\919)]XityofAkrony.AkronCenterforReproduaheHeaU (462 US, 416(1973)]. 
and Planned Parenthood Association v. Ashcroft (462 U.S. 476 (1983)]. 

21 Por a discussion of health services related to drug and alcohol abuse, sec ch, 1 2, * * Alcohol Tbbacco, and Drug Abuse; Prevention and Services,* ' 
in Vol. n. 
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State statutes that create an exception to the 
parental consent requirement with respect to serv- 
ices for drug or alcohol abuse v/ould appear to 
represent an acknowledgment on the pan of State 
legislatures of the seriousness of drug and alcohol 
abuse problems among adolescent minors. They 
would also appear to be the product of a concern on 
the part of State legislatures that minors may not 
obtain care related to such abuse if they have to 
secure parental consent for such care, because 
communications" between parents and minors 
regarding alcohol or drug abuse may * 'be strained or 
nonexistent" (81). 

Kxceptions for Mental Health Services"— A 
little under half of the States have statutes that allow 
some minors to obtain outpatient mental health 
services without parental consent. These statutes 
typically impose age restrictions and pertain only to 
adolescent minors. Underlying these statutes ap- 
pears to be a legislative reaUzation that a parental 
consent requirement might deter some adolescent 
minors who have mental health problems from 
seeking needed treatment because of a reluctance to 
reveal such problems to their parents. 

Inpatient mental health services for minors pre- 
sent special problems in the area of consent. The 
involuntary commitment of a person to a mental 
institution or facility results in the deprivation of that 
person's liberty, so certain safeguards are in pla e 
(e.g., substantive criteria for commitment and proce- 
dures pertaining to due process) to ensure that such 
commitment is necessary. For voluntary commit- 
ment, however, such safeguards are not mandated, 
and as a concomitant of the parental consent 
requirement for the provision of health services to 
minors, parents have sometimes been allowed to 
make a voluntary commitment" of a minor child 
to a mental institution or facihty, regardless of the 
minor's desire or need for services. 

In Parham v. [442 U.S. 584 (1979)], the U.S. 
Supreme Court rejected the contention that an 
adversary hearing was required to decide whether a 
minor may be committed by his or her parents in 
order to protect the minor, but held that the risk of 
error in the parental decision to commit a minor to 
a mental health facility was sufficiently great as to 



call for an inquiry by a neutral fact finder to 
determine whether the statutory criteria for admis- 
sion were met. About two-thirds of the States now 
have statutes that allow parents to make a voluntary 
commitment to a mental health facihty of a minor 
child. These statutes vary substantially in the safe- 
guards they provide against inappropriate use of 
hospitalization or institutionalization to manage 
"troublesome" minor children who do not have 
severe mental health problems.^^ According to one 
analysis, **In general, . . . minors are significantly 
less able than are adults to resist mental hospitaliza- 
tion sought for them by others" (85). 

About half of the States have stamtcs that 
authorize minors to apply for admission as an 
inpatient to a mental institution or facihty without 
parental consent. Most of these statutes impose 
minimum age limits, the most common being 16 
years of age or older. Finally, a few States have 
statutes that require both the minor*s consent and a 
parent's consent for inpatient mental health services. 



Confidentiatity and Parental Notification 
Requirements 

It has long been accepted that the confidentiality 
of the relationship between a physician and patient, 
as well as of the relationship between other types of 
health care providers and their patients or clients, is 
essential to a patient's trast in a health care provider 
and to a patient's willingness to supply information 
candidly (68). Courts and legislatures have estab- 
lished a physician-patient privilege to protect the 
confidentiality of communications between physi- 
cians and their patients and have established similar 
privileges to ensure the confidentiality of communi- 
cations between other types of health care providers 
and their patients or clients (29). Furthermore, there 
is a developing case law imposing liability on 
physicians for unauthorized disclosure of confiden- 
tial information about their patients (8) (although all 
health care professionals are required by law to 
disclose information in situations where there is a 
strong societal interest in disclosure — e.g., in the 
reporting of cases of suspected child abuse to the 
public child welfare authorities (47)). 



^Menial health services for adolescents arc reviewed in ch 1 1, 'Mental Health Problems: Prevention and Services/* in Vol. U, 
^Some people are concerned thai the rising admission to psychiatric units of private hospitals are indicative of widespiead misuse of commitnicnt 
to control troublesome minors (85) See ch. 11, ^Mental Health Problems Prevention and Services/' in Vol. n. for fimbcr discussion. 
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By and large, the confidentiality of the relation- 
ship between health service providers and minors 
and the disclosure of confidentiai information by 
health service providers to the parents of minors or 
other third parties are not addressed in case or 
statutory law. Requirements that parents be notified 
of a minor's decision to obtain health services or of 
the minor's actual receipt of health services, how- 
ever, have in fact become a **legal' ' issue. In carving 
out exceptions to the requirement for parental 
consent to the provision of health services to minors, 
courts and legislatures have sometimes — though not 
always — replaced the parental consent requirement 
with a parental notification requirement* 

The justifications for requiring that the parents of 
minors be notified of the decisions of their minor 
children to obtain health services are essentially the 
same as — or at least very similar to — the justifica- 
tions for requiring that parents consent to health 
services for minor children. One justification for 
parental notification requirements is to ensure that 
parents play an appropriate guiding role'* in 
counseling their minor children about health core 
decisions — ^a role assumed to be needed given the 
presumed incompetency of minors to make health 
care decisions based upon minors' assumed lack of 
decisionmaking capacity.^ Anoth major justifica- 
tion is to bolster parental direction and control of 
their minor children and thereby to maintain the 
family structure.^ 

Parental Notification Requirements for Health 
Services Provided to 'Emancipated/' 
'Independent/' or 'Mature" Minors 

The prevailing pattern in the many State statutes 
that authorize ''emancipated minors** to obtain 
health services without parental consent is for these 
statutes to be silent concemmg parental notification; 
only a few of these statutes contain various kinds of 
parental notification provisions. The same prevail 
ing pattern is found in States' ''independent minor'' 
statutes and "mature minor" statutes. 

Parental Notification Requirements for 
Emergency Health Services 

The prevailing pattern in the many State statutes 
that create an exception to the parental consent 




Photo crwdt: Las Angehs Fr99 Clinh, f>rc^^ Able 

Courts and legislatures seem to regard parental 
notification requirements as less burdensome for 
adolescents than parental consent requirements, but It Is 
not dear that adolescents In conflict with their parents 
make this distinction. 

requirement in health emergencies is for the statutes 
to have no provisions concerning parental notifica- 
tion; only a handful of these statutes have some sort 
of parental notification provisions. 

Parental Notification Requirements for Specific 
lypes of Health Services 

Many parental notitication provisions appear in 
State stamtes that create exceptions to parental 
consent requirements by allowing minors to consent 
to health services related to sexual activities, health 
services for drug and alcohol abuse, or mental health 
services (see discussion of these exceptions above). 
Although the legislatures and courts appear to regard 
the requirement of parental consent as more onerous 
from the standpoint of an adolescent than the 
requirement of parental notification, // is not clear 
that adolescents distinguish between parental con- 
sent and notification requirements. According .o 
one observer, it is * 'immaterial to the adolescent just 
when parents learn (before or after the fact of 
treatment) or how parents leam (by mandatory 
consent, by notification, or by inadvertent disclosxire 
through parental reading of the health record)*' (43). 



2<Sec* for example, HL. v. Matheson, 450 U.S. 398 (Burger, J.) (Powell J. concurring); HL. v, Matheson 420-25 (Stevens, J. concurring); and B.D. 
Hofman, '*The Squeal Rule: Statutory Resolution and ConstimbonaJ ImplicatioDS — Bunkoing the Minor's Right of Privacy" (44). 

2^See, for example. M. Boumil, ''DispensiAg Birth Control in Public Schools: Do Parents Have a Right lb Know?" (23). 
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Notification Requirements for Health Services 
Related to Sexual Activities — Parental notification 
requirements related to health services involving 
sexual activities pertain to the three major categories 
of services mentioned earlier: 1) health services 
related to venereal, sexually transmined, and infec- 
tious diseases and acquired immunodeficiency syn- 
drome (AIDS); 2) family planning services and 
abortion services; and 3) pregnancy-related health 
services. 

Notification Requirements for Health Services for 
Venereal, Sexually Transmitted, and Infectious Dis- 
eases and AIDS — The many State statutes that 
authorize minors to obtain testing and treatment for 
venereal, sexually transmitted, or infectious diseases 
witliout parental consent generally do not require 
parental notification. A few States have statutes that 
specifically state that services for these diseases may 
be furnished to minors without parental notification; 
nearly one-third of the States have statutes that give 
health professionals general discretion to notify 
parents or discretion to notify parents under certain 
specified circumstances; nearly two-thirds of the 
States have statutes that contain no parental notifica- 
tion provisions; and one State has a statute that 
mandates parental notification under limited condi- 
tions. 

The relatively small number of State statutes tliat 
permit minors to be tested and treated without 
parental consent for infection with HIV (the virus 
that causes AIDS) generally do not require parental 
notification. A few States have statutes with provi- 
sions giving health p^-ofessionals general discretion 
to notify or discretion to notify parents under 
specified circumstances; one State has a statute that 
contains no parental notification provision; and one 
State has a statute requiring confidentiality unless a 
minor's HIV test results are positive, in which case 
parental notification is required. 

Notification Requirements for Family Planning 
Services and Abortion Sei^vices — Only a few of the 
State statutes diat permit minors to consent to family 



planning services without parental consent have 
provisions pertaining to parental notification of the 
minor's application for receipt of such services, and 
nearly aU of these provisions allow but do not 
compel parental notification. As of mid- 1990, the 
U.S. Supreme Court had not directly addressed the 
constitutionality of parental notification require- 
ments that involve parents in a minor's decision 
about obtaining family planning services. 

hi 1983, the U.S. Department of Health and 
Human Services unsuccessfully attempted to prom- 
ulgate Federal regulations requiring that family 
planning clinics receiving Federal funds under Title 
X of the Public Health Service Act^^ notify parents 
of unemancipated minor children when contracep- 
tives were prescribed,^'^ These regulations — issued 
pursuant to a congressional amendment to the 
authorizing stamte for the Title X family planning 
program that provided that ' ' [tjo the extent practical, 
entities which receive grants or contracts under this 
subsection shall encourage family participation in 
projects assisted under this section*' [42 U.S.C. § 
300(a) (1982)] — aroused a great deal of controversy 
and were the subject of htigation in the Federal 
courts. Ultimately, two Federal courts enjoined the 
Department from implementing the regulations.^^ 

Although the issue of parental notification has 
also generated a great deal of attention in relation to 
minors' access to abortions, the U.S. Supreme Court 
has not dealt extensively with parental notification 
in cases involving abortion services for minors. In 
the 1981 case v. Matheson [450 U,S. 398 
(1981)], however, the Supreme Court sustained the 
constitutionality of a State stamte requiring a 
physician to notify '*if possible'' the parent of a 
minor upon whom an abortion is to be performed as 
applied to a minor living with and dependent on her 
parents; the Court left open the question of whether 
the statute would be constitutional as apphed to 
emancipated or mature minors. 

In Hodgson v, Minnesota[\\QS.Ci. 2926 (1990)], 
handed down in June 1990, the Supreme Court 



26por further discussion of the Tide X family planning program, sec ch. 10. - Pregnancy and Parenting: Prtvcntion and Services." in Vol H and ch 
IV. • The Role of Federal Agencies m Adolescent Health/* in this volume 

pareaU45CTiT5^^^^ "^^^ "^^^^ pr^cnbmg a contraceptive drug or device for a minor, the family planning cluuc must notify the minor's 

2«'njcCounof AppealsfortbeSecondCircuitheldthatthe 1981 an^ndmcnt to Tide X did not authonzif the regulation raandatii« 
[New York v. Heckler. 719 R2d 1 191 (2d Cir, 1983)] TTie Court fouiKl that Congress did not intend to rcqirc parental notdfcation but merely to 
encourage paicntal involvement. The Coun of Appeals for the District of Columbia held that the regulation requiring parental notification was 
inconsistent with congressional intent with respect to Title X {Planned ParenthotHi Federation of America v. Heckler, 712 F.zd 650 (D C. Cir, 1983)), 
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stj-uck dowTi as unconstitutional a section of a 
Minnesota statute requiring that both parents of an 
unemancipated minor be notified before she under- 
goes an abonion, except under very limited circum- 
stances. However, the Court upheld the constitution- 
ality of a section of the statute providing for the same 
two-parent notification requirement with the addi- 
tion of a '^judicial bypass'* procedure. In a contem- 
poraneous decision, Ohio v. Akron Center for 
Reproductive Health [110 S.Ct. 2972 (1990)], the 
Court upheld the constitutionality of aii Ohio statute 
making it a crime for a physician or other person to 
perform an abonion on an unmarried unemanci- 
pated minor unless: 1 ) there was timely notice to one 
of the minor's parents, her guardian, or custodian; 2) 
the minor^s parents, guardian, or custodian had 
consented to the abortion; 3) a juvenile court had 
issued an order authorizing the minor to consent to 
the abortion, thereby bypassing parental notification 
for consent; or 4) judicial inaction under certain 
ciicumstances constitutes constructive authorization 
for the minor to consent. 

A little under one-quarter of the States have 
statutes requiring parental notification of a minor's 
abortion decision, hi the wake of the Webster ruling, 
there has been increased debate as to whether 
parental notification of abortions involving minors 
should be required, and the Supreme Court's 
decisions as to the constitutionality of the two State 
statutes just mentioned may furnish an impetus for 
additional State legislative activity aimed at requir- 
ing parental notification in the case of a minor's 
decision to have an abortion. 

Notification Requirements for Pregnancy- 
Related Health Services— The many State statutes 
that authorize minors to obtain pregnancy-related 
health services without parental consent generally 
do not require parental notification. One State has a 
statute that explicitly provides that prenatal care may 
be furnished without parental notification; some- 
what under one-third of the States have statutes that 
have no provisions regarding parental notification; 
and about one-fourth of the States have statutes that 
provide for parental notification at the discretion of 
health professionals. 

Notification Requirements for Health Services 
Related to Drug and/or Alcohol Abuse — The 



many State statutes that allow minors to obtain 
health services for drug and/or alcohol abuse with- 
out parental consent exhibit considerable variation 
when it comes to parental notification provisions — 
and this vaiiation makes generalizations difficult. 
Some of these State sututes are silent as to parental 
notification; some of the statutes require that a 
minor's drug or alcohol abuse treatment be kept 
confidential under specified circumstances: some of 
the statutes leave parental notification up to the 
discretion of the health professional or to the 
discretion of the health professional under certain 
specified circumstances; a few State statutes require 
parental notification attempts; and a few of the 
statutes require parental notification or require 
parental notification under certain specified circum- 
stances. 

In 1987, the U.S. Department of Health and 
Human Services issued a fmal rule for federally 
funded alcohol and drug abuse programs that 
prohibits such programs from notifying a minor's 
parent of the minor's application for treatment 
without the minor's written consent to notification in 
States where State law pemiits minors to obtain 
alcohol or drug abuse treatment without parental 
consent [42 CFR, Part 2 § 2.14 (1989)]. This 
prohibition covers, among other things, the disclo- 
sure to a minor's parent of patient identifying 
information for the purpose of obtaining financial 
reimbursement; however, **these regulations do not 
prohibit a program from refusing to provide alcohol 
or drug abuse treatment 'miil a nunor consents to the 
disclosure necessary to obtain reimbursement* . 
[42 CFR, Part 2 § 2.14 (1989)]. In States where State 
law requires parental consent to alcohol or drug 
abuse treatment, the rule states that the fact of a 
minor's apphcation for treatment may be communi- 
cated to the minor's parent only if: a) the minor has 
given written consent; or b) the minor * 'lacks the 

apacity for rational choice" regarding such consent 
i^e.g., because of extreme youth or physical condi- 
tion) and the minor's ** situation poses a substantial 
threat to the physical well-being of the minor or 
other person" that may be alleviated by parental 
notification [42 CFR. Part 2 § 2.14 (1989)1. 

Notification Requirements for Mental Health 
Services — The many State statutes under which 
minors can consent to mental health services or 



»Sce C. CoUins. Abortion Focus Shifting to Tbcnagcrs" (30). New York Tunes. "Kansas Is Ur^ged To Curb Abortion ' (70); New York Times, 
Virginia Senators Stall BilJ lb Curb Abortion" (71) 
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Laws requiring parental consent and rK)tification in the 
provision of health services to adolescents do not affect 
adolescents' access to services unless there are 
conflicts or potential conflicts between adolescents, 
their parents, and health care professionals. 

receive mental health services without parental 
consent vary in terms of parental notification re- 
quirements. The majority of State statutes that allow 
minors to consent to outpatient mental health 
services are silent as to parental notification, and the 
remainder of statutes specify that mental health 
neatment should be confidential, specify that notifi- 
cation is at the discretion of health professionals, or 
mandate parental notification under designated lim- 
ited conditions. The majority of State statutes that 
allow minors to consent to inpatient mental health 
services similarly do not have parental notification 
provisions, and the remainder provide for parental 
notification af the discretion of health professionals, 
or provide for notification under certain circum- 
stances. Perhaps not surprisingly, inpatient mental 
health statutes are more likely than outpatient 
statutes to require or permit parental notification. 

The Impact of Law Requiring Parental 
Consent and Notification on Minors' 
Access to Health Services 

What is the impact of law requiring parental 
consent to health services for minors or requiring 
parental notification of the provision (or intended 
provision) of health services to minors? More 
specifically, what is the impact of parental consent 
and notification requirements on minors* access to 
health services and on minors' utilization of health 
services? 



Several factors affect the impact of legally man- 
dated parental consent and notification requirements 
on minors* access to and utilization of health 
services. One factor is whether — and if so, to what 
degree — there are actual or potential conflicts 
between minors, the parents of minors, and health 
professionals in the making of health care decisions 
involving the minor. As noted earlier, laws requiring 
parental consent and notification do not become 
critical, or even relevant, unless there are such 
conflicts. In some cases, the way a health profes- 
sional presents information to a minor and the 
minor's parents and what kind of relationship he or 
she has with them may have a decisive influence on 
the nature and extent of such conflict. If a health 
professional has knowledge, skills, and experience 
regarding the management of potential conflicts, 
some conflicts may well be avoided (43,77). 

On the other hand, some conflicts between 
minors, their parents, and health professionals over 
'"*alth care decisions affecting the minor are proba- 
bly unavoidable. There is some evidence that actual 
or potential conflicts do occur in a significant 
number of cases involving decisions about the 
provision of family planning and abortion services 
to adolescent minors.^ What is not known, however, 
is whether — and if so, to what degree — actual or 
potential conflicts occur in cases involving decisions 
about other health services that minors, particularly 
adolescent minors, may want or need. 

Another factor that affects the impact of legally 
mandated parental consent or notification require- 
ments for the delivery of health services to minors is 
whether—and if so. to what degree— health care 
providers comply wUh these requirements in provid- 
ing health services to minors. Laws might be 
expected to evoke compliance, carrying with them 
as th^y do sanctions for violations and constituting 
os they do a societal declaration that certain conduct 
is right or wrong. Clearly, however, laws differ in 
their effectiveness. Noncompliance with parental 
consent or notification laws on the part of health 
professionals might occur because the professionals 
misunderstand or do not know the legal require- 
mcnts. Noncomphance might also occur because the 
legal requirements, at least as applied to particular 
factual situations, are at odds with the ethical 



^Scc, for example. Brief for Pedboncre at 16-23 Ho<igson v. Minnesota [853 F.2d 1452 (8tb Cir. 1988) (co banc), appeal ftlcd (U.S. Feb. 3, 1989) 
(No. 88'n257X 110 S Ct. 400 (1989)]. 
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standards as expressed in statements by professional 
organizations of their profession (see box 17- A) or 
with their personal ethical values and norms, OTA 
is unaware of any empirical studies and data 
concerning compliance and noncompliance with 
legally mandated parental consent or notification 
requirements that would permit valid conclusions 
about the extent of compliance and noncompliance 
among health service providers. 

To the extent that legally mandated parental 
consent and notification requirements are adhered to 
by health professionals, the issue arises of whether — 
and if so, to what degree — such requirements may 
operate as barriers to adolescents' access to needed 
health services. As noted earlier, it is not clear that 
adolescents distinguish between parental consent 
and notification requirements. With parental consent 
and notification requirements in place, one possible 
scenario is that a substantial number of parents of 
adolescents would frequently and strongly object to 
the provision to their children of at least some health 
services — for example, family planning or other 
services associated with sexual activity, services for 
substance abuse, and services for mental healtli 
problems, A possibly related scenario is that a large 
number of adolescent minors would be unwilling to 
reveal to their parents their need for health services — 
or at least their need for certain services associated 
with sexual activity, drug or alcohol abuse, or mental 
health problems — and therefore would delay or be 
deterred from seeking these services entirely. 

Several empirical studies concerning the impact 
of parental consent and notification requirements 
indicate that such requirements — at least in the casc 
of family planning and abortion services — do create 
barriers to adolescents' access to and utilization of 
services (21,22,25,26,28,78,79,87,88). What cannot 
be said with certainty, however, is whether the 
fmdings of these studies of the impact of parental 
consent and notification requirements on adoles- 
cents' access to family planning and abortion 
services can be extrapolated to other types of health 
services. 

One other point related to evaluating the impact of 
parental consent and notification requirements is 
deserving of mention. Even if the laws in a given 
jurisdiction do not require that a parent consent to 
health services for a minor and/or that the parent be 
notified of the provision or intended provision of 
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In the case of famify planning and abortion servkDes, 

studies have found that parental ooiisent and 
notification requlrenrients pose a significant t)arrler 
to adolescents' access to and utilization of services. 
Oulte probably, such requirements also pose similar 

barriers to adolescents' access to other types of 
services (e,g„ nnental heallh treatnr^ent. drug abuse 
treatnrkent. alcohol abuse treatment). 

health services to a minor, health care providers — 
both institutional providers (e.g., hospitals, clinics, 
and health maintenance organizations) and individ- 
ual providers — may as a matter of policy or practice 
refuse to provide services to minors without parent/a 
consent and/or notification. One of the main reason* 
thit health care providers may refuse to provide 
services without parental consent is probably fman- 
cial — \,c., providers may be concerned that a minor 
will be unable to pcty for services provided and that 
the minor s parents will not pay for ser-vices because 
they have not consented to or been notified of the 
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Hox 17 A — Professional Fthkal Standards Relevunt .o C onsent and ( onfidentiality 

A ccntnil orinciple of medical ethics is that **a physician may not reveal the confidcn^.es entrusted to hini m i 
the c<.mrse of ineu:::,; attendance . . , unless he is required to d(> so by law or unless it becomes necessar>' in order j 
to protect the welfare of the individual or the community** Many organi/^ations of physicians, nurses, 
psychologists. s<Kial workers, and other professionals engaged m providing health services to adolescents have I 
issued or approved professional ethical stiuuiards that similarly stress the importance of maintaining confidentiality ! 
between the health professional and the patient or client being served but at Uic same tunc acknowledge that legal | 
obligations and the welfare of the individual and the community may take precedence over confidentiality j 

(2-4^,6,7.^ 16,65-67) ' ' ! 

j 

1 cw of the ethical standards issued or approved by orgamzalions of health professionals speak directly to issues j 
of consent and confidentiality as tliey anse in the provision of heallti care to adolesvems. A con; :rencc sponsored \ 
by die Aniencan Academy of Pediatncs in 1981 sought to address that problem Conference participants from a | 
variety of disciplines agreed that the following pnnciples should govern consent and confidentiality in adolescent 



• Willi resjx'ct to adolescence, there exists m\ enduring need to balance dehcately the relative rights and needs ' 
of minors to contidential health serv ices with the relative rights and responsibilities of parents toward their i 
offspring, 1 

• Ailolescents should have access to needed health services, 

• Adolescents, unless fairly adjudged incomptMent, should participate in decisions pertaining to their health. 

• I'lie concept of "mature minor" and the capacity o\ that individual to consent is recogni/ed. 

• I:ven when adolescents seek health care on their own consent, they should fx* encouraged to involve their ^ 
parents, unless there is compelling reason not to do so. { In that case, often an alternative adult adviser/relative ! 
is appropriate ) ' 

• Chront)loga age i> nut a suitable yaidsiick to deternnne iui adolescent *s maturity and capacity to give 
informed consent. Development criteria are f;ir more telling, as applied on an individual basis I 

• Adolescents generally should be entitled to confidentiality m their own health care, and that presumption 
should Ixf overridden only by gUHi reason 

• Parental notification should be encouraged but not he made mandatorv in the provisitni ot ad(^lescent health 
care, especially inasmuch as the absence of guaranteed confidentiality could deter many young persons Irom 
seeking and receiving necessary serMces ; 

• Adolescents should have the same right of act. ess to their health care records as do adults unless there is 
compelling reason to the contr;iry. 

• Disclosure of heiiJUi data to third parties, suci^ as health insurers, should only f>c \^'{\\\ parents' informed 
cimscnt and/or that of adolescents if it penains to care they have received on their own As a general mie, 
adolescents should retain tlie right to consent to such disclosure with or without parental participation, and i 
even if the adolescent did not originally consent to the health care, unless there is a comp<.'lling le^ison not 

to I 

• Health providers and third party repositories pt^ncxiically should review data collected during an 
individual's minority to reassess its relevance, expunging data no longer needed. 

• lo protect adolescents, they should be provided with some record as to where their health information was j 
sent, uhen it was sent, and for what purpt)se (5) | 

In 1989. the Amencan College of Obstetricians imd Gynecologists (ACCXj) issued a policy statement setting j 
forth tlie most extensive ethical standiirds pertaining to consent and confidentiality in adolescent health care to date. 
Ilie statement, which has since been approved by the American Academy of Family Physicians, the American 
Academy of Pediatrics, tfie NAACOCi (the Organization for Obstetric, Gynecologic, and Ne^>natal Nurses), and the 
Narional Medical Asstxiation, provides as follows: 

1 Health professionals have an ethical obligation to provide the best possible care and counseling to respond 
to the needs of their adolescent patients 

Ihis obligation includes every reasonable effort to encourage the adolescent to involve parents, whose 
support can, in many circumstances, increase the potential for deaJing with the adolescent*s problems on 
a cc>ntinumg basis. 

3. Ptirents are frequently in a patient relationship with the same providers as their children or have Ixren 
exercising decisionmaking responsibility for their children with tnese providers. At the time providers 



licalth care: 




cslahlish an iiuicfx^idcnt relationship with adokscenis as palienis. the provklers shoiiid rnakc this new 

rclauonship clear to paroniN .md adolescents with regard to the following elements: 

a I he adolescent will have an oppv^niinity tor examination and counseling apati from parents, and the -^inie 

confidentiality will be preserved KMween the adolescent patient ;uk1 the provider as IxMween the 

parent/jdult and the provider, 

The adt>lesceni must understand uncler what circumstances (e g . hie threatemng ernergencv) the 
provider w ill abrogate this c<)nfidentialit\ 

F*arents should Ix: encouraged tt) work out means to facilitate commumcaiion regarding appointments, 
payment, or other matters Ci>nMstent with the understanding reached about confidentiality ;incl parental 
supjx)n m tins inuisitioiial pericxl when tlie adolescent is moving toward self responsibility for hcuilih 
care 

4 fYoviders, parents, and adolescents need to be aware of the nature .uul effect oi laws .md regulations in their 
Hirisdiciions that introduce further constrainis on these relationships, Some of these laws and regulations 
are unduly restrictive and m nee<l of revision as a matter of public policy, ritimatelv. the health risks u\ 
the adolescents are so inipelling that legal barriers and deference to parental involvement should not stiind 
in the way ot needed health care (7), 

The At( Hi pi)hcy statement ar)d American Academy of Pediatrics conference principles encourage parental 
involvement in adolescent health care decisions but do not endorse the current legal requirements of parental consent 
and notitk atiofi The support of health profes< ionals serv ing adolescents for that statement and principles indicates 

that many <j( tliese professionals are at least in theory- more willing Uian most courts or legislatures have been 

to grant adolescents autonomy m health care decisionmaking and to afford protection to the confidentiality of the 
relationship between a provider of health serxices and an adolescent patient or client. F unhemiore. at le;ist one 
empirical study suggests that health professionals ;iie v^-Ming to suppon these ide;is m practice (60). 

A question that remains is how helpful existing standards in the fomi of statements by professional 
organisations are m resolving the kinds of ethical pn>blems that professionals encounter in providing health services 
to adolescents Ihe following situations, compiled by a national authority on adolescent medicine, are diustraiive 
of potential connicts tx^twcen interests of the adolescent, the adolescent's parx^nts. and the state (77): 

• A 16 year old boy is discovered to have a malignant bt>ne mmor. Appropriate treatment requires amputation 
of hi^ leg Ihs parents consent to the surgery but he refuses. He will accept aJI other forms of treatment but 
would ''rather die with both legs than survive as a cripple' ' ' Do you operate without the consent of the tx>y ^ 
Do you seek a court order against the wishes of the boy ^ 

• A 17-year old W>y is admitted to the intensive care unit with multiple fractures and disorientation. He was 
the dnver ot iin automobile involved in a collision in which three passengers were killed. As part of the 
evaluation of his state of consciousness you delenninc that his blcKKl alcohol level is well above tfie legal 
hmiis for intoxication. Do you share tliis information 'with his fcunily in exphmation for his confusion > I>) 
you share this infomiaiion with the authorities who are investigating this fatal accidenf^ 

• A 16 yeiir old girl is brought to care by her mother who is concerned abi>ut her daughter's pcx:>r schwl 
f^ertonnance and dismptivc behavior hi your private interview with the girl, she confides that she is smoking 
manjuana a few nights each week. The girl feels that her current problems relate to the unrealistic 
exfKx tations of her mother regarding performance and behavior. She insists that the confidentiahty of her 
interview l>e respected and that the information about her drug use ncM l>e shared with her mother. Do you 
tell the mother iuiyway? What if the mother specifically asks, *^Is my daughter using dnigs?'* The modicr 
requests that a portion of the urine sample collected for routine analysis be sent for drug testing. Do you 
ac ede to this request? 

• A L> ear-old girl returns with her parents to discuss her recently diagnosed pregnancy. Her parents are 
cenam that the only acceptable course of action is to terminate the pregnancy. The girl is adamant in her 
refusal to consider an abortion. What do you do? 

• A 16-year-old girl is brought for evaluation by her mother because of a complaint of abdominal pain. 
Physical examination and laboratory evaluation reveal a vaginal discharge secondary to gonorrhea. The girl 
admits to multiple brief intimate relationships over the past few months. She states that her mother would 
**kill her" if she found out. You know the family and the mother is a bit of a tyrant with a quick temper 
What do you tell the mother? 

Continued on next page 
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provision of senices.^^ Another reason may he 
providers' concern tliai the effectiveness of the 
services provided will be reduced by lack of piirental 
mvoiverneni or belief that the effectiveness of the 
services provided will be enhanced by parental 
involvement. 



of decisionmaking capacity; however, the legal 
presumption that minors are incompetent is not 
rebuttable by a factual showing of actual presence of 
decisionmaking capacity in the absence of legisla- 
tively or judicially sanctioned rules permitting such 
a s! )wing. 



Minors' Competency To Make 
Health Care Decisions 

As noted at the beginning of this chapter, individ- 
uals u-aditionally have been treated as legally 
competent or incompetent for purposes of health 
care decisionmaking on the basis of their age rather 
than a determination of their actual capacity for 
decisionmaking- As a general rule, the law presumes 
that adults iu-e competent to consent to health care 
and that minors are incompetent. The legal presump- 
tion that minors as a class are incompetent to consent 
to health services rests at J^ast in part on the 
assumption that minors as a class lack the requisite 
decisionmaking capacity. Tlie legal presumption 
that adults are competent iiy rebuttable under some 
circumstances upon a factual showing of actual lack 



The factual validity of assumptions that minors 
lack the requisite capacity to make health care 
decisions has been increasingly challenged. Ac- 
cordingly, the presumption tliat minors are incompe- 
tent to make health care decisions has been increas- 
ingly subject to criticism on the ground that it 
inequitably denies minors in middle or late adoles- 
cence — some of whom actually have the requisite 
decisionmaking capacity — the power to make their 
own determinations about obtaining health services 
(82). Since assumptions concerning minors' lack of 
health care decisionmaking capacity seem largely to 
reflect the intuition of judges and legislators rather 
than hard evidence, it is important to identify 
empirical research bearing upon the vahdity of these 
assumptions and to evaluate whether such research 
supports modification or elimination of the pre- 
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^Uf a parent ha.s consented to health services for his or her minor child, the parent is u.s-ualJy fiiuuicially liable for the sen-'KCS If a paient has iK>t 
consented to hcaltij services for tlje niinor child, bowcva, the parent is usually nol finajKiaJly liable unless the services arc dctcnmoed to be ' accessary. ' ' 
If tbc parent is nol financially liable, the health care provider niay attempt to collect from the minor child, but collection may prove difficuJl because 
the minor may have the power to disaffirm the contract for Mjrvices or may have msuffiden! fmancial resource* to pay for the services. As noted at tJhc 
beginning of this chapter, one of tfie rationales for the parentai consent rcx^uircmcni seems to be to assure providers of the availability of a payment sour^ 
for their services. 

"^^Scc, for example. G Melton. 'Childjcn's Consent: A f*rohlem in l^w and Social Science" (61 ). 
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S'^mption that minors are incompetent to tnake their 
own health care decisions- 

Empirical research bearing on the competency of 
minors to make health care decisions was reviewed 
by OTA's contractors and is discussed below 
Before turning to that research, however, it is 
necessary to examine two definitional issues: first, 
what constitutes effective legal consent to health 
services; and second, what constitutes legal compe- 
tency to make such consent. 

Ambiguities in Legal Definitions of 
Consent and Competency 

What Constitutes Effective Legal Consent 
to Health Services 

As alluded to at the beginning of this chapter, the 
tort law doctrine of infomied consent requires 
physicians and surgeons to obtain from their patients 
informed consent for medicai treatment or surgery; 
failure to obtain informe<j consent may give rise to 
civil liability. 

The infomied consent doctrine has been devel- 
oped injudicial opinions and codified by legislation 
and does not readily lend itself to a concise 
summary. Nevertheless, one leading tort law author- 
ity has summarized the doctrine as follows: 

The informed consent doctrine is based on 
principles of individual autonomy, and specifically 
on the premise that every person has the right to 
determine what shall be done to his own body. 
Surgeons and other doctors arc thus required to 
provide their patients with sufficient information to 
permit the patient himself to niake an informed and 
intelligent decision on whether to submit to a 
proposed course of treatment or surgical pmccdurc. 
Such a disclosure should include the nature of tlie 
pertinent ailment or condition, the risks of the 
proposed treatment or procedure, and the risks of any 
alternative methods of treatment, including the risks 
of failing to undergo any treatment at all. Thus, 
although the procedure is skillfully performed, the 
doctor may nevertheless be liable for an adverse 
consequence about which the patient was not ade- 
quately informed. 

In addressing the perplexing question of whether 
the patient needed to know about a particular 



undisclosed risk in order to make an informed 
decision, the courts often speak in tcrmc of tJic 
materiality of the risk: the doctor*s duty is to disclose 
all risks which are **material." The extent of this 
duty to disclose has traditionally been based upon a 
professional medical standard — whether physicians 
customarily inform their patients about the type of 
risk involved, or whether a reasonable physician 
would make the disclosure in the circumstance. 
Since the use of a professional standard patemalisti- 
cally leaves the right of choice to the medical 
community, in derogation of the patient *s right of 
self-determination, a number of recent cases have 
defined the duty in terms of the patient's need to 
kiiow \hc ijiformafion— based on whether a reason- 
able person in the patient's position would attach 
significance to the information. 

In addition to proving the doctor's failiuie to 
provide sufficient information, on whatever stand- 
ard, the plaintiff must also establish a causal link 
between the nondisclosure and his harm, by proving 
that he w luld not have undergone the trciJtment had 
he known of the risk of harm that in fact occurred. 
. . . [Citations omittedj (53).^^ 

Rationales for the informed consent doctrine are 
to promote the patient's autonomy and protect the 
patient's right of self-determination (64), to protect 
patients against depersonalized authoritarian medi- 
cal treatments, and to encourage rational decision- 
making (59). It is important to note that focus of the 
doctrine as it has been articulated and applied is on 
the duty of health professionals to disclose informa- 
tion to an individual. The focus has not been on the 
individual's acmal understanding of the informarion 
disclosed. 

What Constitutes i^gal Competency 
To Make Health Care Decisions 

ITie legal concept of competency has a very long 
history and is central to existing laws governing 
health care decisionmaking with respect to adoles- 
cents. On the one hand, as noted earlier, the 
well-i^stablished legal requirement that parents must 
consent to the provision of health services for their 
minor children is partially an outgrowth of the 
presumption that minors are incompetent (which in 
turn is based on assumptions of their lack of 
decisionmaking capacity). To some extent, judicial 



^^1b be legally effective, consent to heiilth care services must be both ' ' informed' ' and also be ' 'voluntary. ' ' The concept of volimtarincM is not well 
defined (17). 

**For discussion of the dcvclopmcnl of the informed consent doctrine, sec P S, Appclbaum, C.W. Lidz, and A. Mt^isel, irrformed Consent: Legal 
Theory and Clinical Fraaice (17); for a State- by-Swte analysis of the application of the informed consent doctrine, sec A J, Rosoff. Informed Consent: 
A Guide for Health Care Providers (73). ^ ^ 
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and statutory parental notification requirements 
applied to minors are also deriv >d from this pre- 
sumption and assumption. On the other hand, 
**mature minor'* and some other exceptions to the 
parental consent requirement, as discussed earlier in 
this chapter, represent a rejection of the presumption 
of minors' incompetence (and underlying assump- 
tions of their lack of decisionmaking capacity) as 
applied to some minors under certain circumstances. 

Unfortunately, neither the courts nor the legisla- 
tures in this country have furnished much guidance 
as to the content and meaning of competency in the 
context of health care decisionmaking. The U.S. 
Supreme Court has most fully articulated its as- 
sumptions concerning die minors* lack of health care 
decisionmaking capacity (which underbe the pre- 
sumption of minors' incompetency to make health 
care decisions) in decisions dealing with minors' 
rights to obtain contraceptives and abortions without 
parental involvement and in decisions dealing with 
the civil commitment of minors by parents (see 
discussion above). A *hread that runs through these 
Supreme Court decisions is the Court's concern that 
minor children do not possess the inteUigence, 
maturity, and experience that their parents possess- 
Another thread that runs through these decisions is 
the Court's concern that minors are not capable of 
making infomied and voluntary decisions. The 
Court's specific concerns in this regard are that 
minors may not understand or appreciate the shon-or 
long-term consequences of their decisions, that they 
may be susceptible to interpersonal pressures in 
making decisions, and that they may make unwise 
decisions detrimental to their welfare. 

Courts — and, to a lesser extent, legislatures — 
have probably come closest to enunciating a stand- 
ard for determining the competency of minors to 
make health care decisions in connection with 
exceptions to parental consent requirements for 
"mature" minors (:,ee discussion above). The stand- 
ard for judging competency in these cases is 
essentially whether the minor is capable of under- 
standing the nature and consequences of proposed 
medical or surgical treatment and procedures. Un- 
fortunately, however, this standard for determining 
a minor's competency provides little real assistance 
for its application in particular cases. 



Recognizing the need to define with more s^x^ci- 
ficity a criterion for determining whether a person, 
including an older minor, is competent to make 
health care decisions, the President's Commission 
for the Study of Ethical Problems in Medicine and 
Biomedical and Behavioral Research noted that 
three general criteria have been used to determine if 
a patient lacks capacity to make health care deci- 
sions: the outcome of the decision, the status or 
category of the patient, and the patient's functional 
ability as a decisionmaker. 

The outcome approach — which the Commission 
expressly rejects — bases a determination of incapac- 
ity primarily on the content of a patient's decision. 
Under this standard, a patient who makes a health 
care decision tliat reflects values not widely held or 
that rejects conventional wisdom about proper health 
care is found to be incapacitated. 

Using the status approach, certain categories of 
patients have traditionally been deemed incapable of 
making treatment decisions without regard to their 
actual capabilities. Some of these categories of pa- 
tients — such as the unconscious — correspond closely 
with actual incapacity. But other patients who are 
presumed to be incapacitated on the basis of their 
status may actually be capable of m^Jdng particular 
health care decisions. Many older children, for 
example, can make at least some health care 
decisions, mildly or moderately retarded individuals 
hold understa/ioable preferences about health care, 
and the same may be true in varying degrees among 
psychotic i>ersons. 

The third approach to the determination of in- 
capacity focuses on an individual's actual function- 
ing in decisionmaking situations rather ttian ot; the 
individual's status. This approach is particularly 
germane for children above a certain age variously 
dcscriLed as from seven to mid-teens 

The Commission recommends that determina- 
tions of incapacity be guided largely by the func- 
tional approach, that individuals not in certain basic 
categories (such as under the age of 14, grossly 
r etarded, or comatose) should be aflaumed to possess 
decisionmaking capacity until they demonstrate 
otherwise, and that incapacity should be found to 
exist only when people lack the ability to make 
decisions that promote their well-being in conform- 



■*-^Scc» for example, G.B. McltoD. "Legal Regulation of Abortion, Unintended Effects" (62). 
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iXy with their own previously expressed values and 
preferences. [Citations omined] (72).-*^ 

The failure of covins and legislatures to furnish 
much guidance as to the content and meaning of 
competency in terms of health care decisionmaking 
has had important impbcations for the strategies 
adopted in empirical studies of the capacity of 
minors to make health care decisions. Because 
courts have not provided operational defmitions of 
legal standards for minimally competent decision- 
making, researchers have been imablc to use an 
operational defmition of competency corresponding 
to the legal definition. Thus, researchers seeking to 
test the validity of the law's presumption that adults 
are competent and minors are incompetent to make 
health care decisions have had to resort to ai 
alternative strategy — ^namely, comparing decision- 
making by mmors to decisionmaking by adults (i.e., 
individuals age 18 and over). Since adults are 
presumed by the law to be competent, adults' 
decisionmaking capabilities implicitly set the stand- 
ard against which the decisionmaking capabilities of 
minors are to be judged. If the decisionmaking of 
minors and adults were found to be indistinguish- 
able, the argument for lowering the age of legally 
effective consent would be strengthened, although 
other considerations would have to be taken into 
account as well. Virtually all of the empirical 
research on the competency of minors to make 
health care decisions reviewed by OTA's contrac- 
tors recognizes that the standard of comparison is the 
decisionmaking abihty of adults. 

Empirical Research on Minors' Competency To 
Make Health Care Decisions 

To review the empirical research on the compe- 
tency of minors to make health care decisions, 
OTA's contractors selected a core group of seven 
empirical studies that address the cognitive develop- 
ment of minors and tested whether minors differ 
from adults in their ability to make health care 
decisions (K 1848,49,55,56,86) Those core studies, 
which are hsted in table 17-1, share the following 
characteristics: 



• they involve wealth care decisionmaking; 

• they involve participants whose ?ges span or 
overlap the range of 10 to 18 years; 

• they involve comparison groups with at least 
some subjects legally considered adults — i.e., 
age 18 or over^^ (althouf^h no adult participants 
in the core studies were older than 25 and most 
were 21 or younger); and 

• they appear to be methodologically adequate. 

In addition to the core group of studies, a few 
other studies that lack one or more of the features 
just mentioned but nevertheless provide insight into 
decisionmaking by minors were reviewed (40,51,57, 
58,76). Some of these other studies address decision- 
making domains not addressed in the core group of 
:>iudies (e.g., legal decisionmaking); and some of 
them deal with the effect on decisionmaking of a 
variable or variables other than age (e.g., the 
differential vulnerability of minors and adults to 
so:ial influence of pcei:, family, or professionals). 

Findings of the Core Group of Empiricai Studies 
on the Age-Competence Relationship 
in Health Care Decisionm^iking 

The findings of the core group of seven empirical 
studies on the age-competence relationship in health 
care decisionmaking reviewed by OTA*s contrac- 
tors are summarized in table 17-1 and discussed in 
more detail below. These core studies generally 
found few differences in health care decisionmaking 
as a function of age for adolescents as young as 14 
or 15 years of age. It is important to note that most 
of the core studies diu not collect information on 
decisionmaking by adults older than 25, and most of 
the core studies did not collect information on 
decisionmaking by adolescents under age 13 (i.e., 
ages 10 to 12). 

Lewis, 1980—The 1980 study by Lewis com- 
pared hypothetical pregnancy decisions for 42 un- 
married minors (ages 13 to 17) and young adults 
(ages 18 to 25) awaiting the results of pregnancy 
tests in a clinic (55). Those who learned they were 
pregnant would be faced with the decision whether 
to have an abortion or deliver a child. All 42 



^Sccaiso L.H. Roth. A, Mciscl and C.W. Lidz, 'Ifcsts of Competence lb Consent to Ticaiment* W74) (The vanous legal mcdicaJ and psychiatric 
tests of competency being utili/cd may be categorize as: evidencing a choice, reasonable' * outcome of choice, choice based on **raiional*» reasons 
the ability to understand, and actual understanding ) 

37 As noted previously, this OTA Report focuses on individuals ages 10 through IS. Legally. l8-year-olds are considered adulte in all but three States 
(where the age of majority is 19). In the studies comparing decisionmaking capabiUtics of adults and minors Usied in uble 17-1. therefore. 1 8-ycarH>lds 
are regarded as adults. 
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Table 17-1— Summary of Seven Core Empirical Studies of the Age-Competency Relationship in 

Health Care Decisionmaking 



Influence of age on dledsk>nmaking 
Sample Decision domain No differences Differences found 



Study* 

L&wis, 1980 



jjBwis, 1981 



Belter and Grisso, 1984 



KaserBoyd etal, 1985 



r4-42 

Ages 13-17 V. 18-25 
Possit)ly pfet'^arrt, un- 
married females; diverse 
sodoeoorK>mlc statuses; 
urban California 



N-108 
Ages 12-19 

(grades 7-8, 10 and 12) 
Middte to upper socioeco- 
nomlc status; 87% ex 
pected to attend college ; 
San Francisco 



N -60 

Ages 9. 15. 21 
All malesipredominantJy 
white; middle class; av- 
erage to above average 
IQ 

N-62 

Ages 10-13 v. 14-20 
Behaviorally disorderec . 
emotionally disturbed, 
learning disabled; some 
with, without prior ther- 
apy e)^>erienoe; 70% mld^ 
die socioeconomic 
status. 20% tow-mb, 1 0% 
low; mostly white, 16 
nonwhite; 67% male; 
probably LA. 



Pregnancy; knowledge 
of :aw, source of advice, 
reasons for choice 



Cosmetic surgery, 
choice of custodial par- 
ent, research: on acne 
medication^ on "mind" 



Choice of treatment alter- 
natives for diatMtes, epi- 
lepsy, enuresis, depres- 
sion; risks, benefits, etc. 



Recognizing and protect- 
ing against violations of 
patients' rights by a pro- 
fessional 



Psychok)gical treatment; 
risks, benefits 



In knowledge of laws; in 
number of types of peo- 
ple consulted; in advice 
expected; In consklera- 
tion of chlldrearing abil- 
ity; In hypothetical ad- 
vk^e giving. 



In consulting with peers 
or parents; in revising 
attitudes in light of new 
information. 



In expression of a deci- 
sion preference or 
choice of treatments 
among 1 4-, 13-, 21 year- 
olds; in reasons for 
chok}e (except as noted); 
In factual understanding 
and appreciation of prob- 
lems/oonsequerKas (ex- 
cept as noted). 



In recognition or protec- 
tion of patients' rights 
between 1 S and 21 -year- 
olds who were briefed 
about such rights. 

In identifying nsks (Au- 
thor's note: ns were too 
small in some instances 
to complete chi-sq]; in 8 
benefit dimensions. 



The 18- to 25-year-olds 
were more likely to con- 
sult a professional; con- 
sider tf^ own ability to 
care for a chlki. The 
1 3- to 1 7-year-okls were 
more likely to conskler 
impact of a chikj on their 
parents; lo oonsMsr poBsi- 
bllity of deformity ; and to 
perceive decision as ex- 
ternally determined. 

Wth jncreasing ago. there 
was Increasing probabil- 
ity of mentioning risks, 
future consequences, 
and desirability of con- 
sulting an independent 
specialist as well as cau- 
tkxi against persons with 
vested interests. 

The e-year-okis differed 
from other groups on 
treatment chotoesfor de- 
pression; they wre more 
likely to choose inpa- 
tient treatment. In rea- 
sons for chokes, 9-year- 
olds differed from other 
groups; 1 4 year-okJs dif- 
fered on epilepsy. In fac- 
tual understanding of the 
condition and apprecia- 
tkxi of the oonsequenoes. 
9-year-okjs differed from 
all others. 

The 9-year-okl8 showed 
less recognition of pa- 
tients' rights vk>latk>ns 
and failed to protect their 
own rights wo(b often than 
the other two groups. 

Nonsignificant trend for 
10 toia-yearoktetosay 
dkJ not kr>ow if risks ex- 
isted. In beriefits, 14- to 
20-year'Old$ thought 
psychotherapy helped 
you leam newtNngs. The 
14 to 20-year -olds used 
HDore abstract concepts 
in describing benefits. 



Wbithom and CampbeH 1982 N.96 

Ages 9, 14. 18,21 
Half male, half female; 
white; middle socioeco- 
nomic status; younger 
groups, Long Island; oWer 
groups, Washington, DC 
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Teble 17-1— Summary of Seven Core Empirical Studies of the Age-Competency Relationship in 

Health Care Decisionmaking— Continued 



Study* 



Sample 



Influence of age on decisionmaking 



Decision domain 



No differences 



Differences found 



Kaser-Boyd et a!.. 1986 



Ambuel, 1989 



N - 75 
Ages 10*19 

Adolescents with rniW to 
severe learning and 
behavioral problems; 
mostly upper middle 
socioeconomic status, 
low to mid sodoecorKtmic 
status; mostly white. 14 
nonwhite; probat)iy LA. 

N-75 
Ages 13-21 

All females; diverse ra- 
cial, economic, and re- 
ligious badtgrounds 



PsychoiogicaJ treatment; 
risks, t)eneflts, and IrreN 
evant considerations 



In distinguishing risks, 
benefits, and irrelevant 
considerations; In treat^ 
merrt decision vignettes. 



None 



Broad range of knowl- 
edge, affect, decision 
conflict around 
unplanned pregnancy 



Females ages 13 to 15 
who d id not oonsidsr abor^ 
tlon scored lower on the 
measure of volitkxial oonrv 
petence and nfK>st meas- 
ures of cognitive com- 

petence . 

*FuH citatioos are Kstod at the end of this chapter, ~ 

SOURCE: Of^ce of Technology Asse&imen:. 1991 , adapted from J. Gittler. M Quigley Rick. ar>d M J. Saks. "Adolescent Health Care DecistonmaWng The 
Law and Public Policy/ prepared under contract to the Carnegie Council on Adolescent Devetopment for the Office of Technoloav Assessment 
U.S. Congresa. Washington. DC. Febaiary 1990. 



In cognitive or volitional 
competer>oe (except 
anx>ng females ages 1 3 
to 15 who did not con- 
sider abortion an alter- 
native). 



participants were asked to respond to a hypothetical 
question seeking advice for a person in that situation. 

In terms of the decision as to whether to have a 
child, this study found that the minors and young 
adults did not differ from each other in terms of 
knowledge of relevant laws, number or types of 
people consuhed, the advice anticipated from those 
consuhed, or considerations of childrearing abihty 
in giving advice to another person. 

On the other hand, the young adults in the study 
were more likely than the minors to want to consult 
an independent professional and more likely to 
consider their own childrearing abilities in deciding 
whether or not to have a child themselves. The 
minors were more likely to consider the impact of 
their child on their own parents and gave more 
weight to the likelihood of possible deformity of 
their baby. Furthermore, the minors tended to 
perceive the decision as being more externally 
determined than as being withm their own power to 
make. (This perception may simply reflect the 
minors' life experience in other don:ains,) 

l^ewis, 1981— The 1981 smdy by Lewis asked 
students ages 12 to 19 (grades 7-8, 10, and 12) what 
advice they would give peers who were faced with 
a variety of choices: cosmetic surgery, choice of 
custodial parent, a research trial involving acne 
medication, and research on "the mind'' (56). This 
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study found no age-related differences in advice the 
participants said they would give regarding consul- 
tation with peers or parents and found no age-related 
differences in participants' revisions of attitudes in 
the light of new information. 

On the other hand, this study found that with 
increasing age from 12 to 19, there was an increasing 
tendency among participants to mention risks, future 
consequences, and the desirability of consulting an 
independent speciahst (i.e., a speciaUst without 
vested interests in the choice made), and there was 
an increasing tendency to express caution about the 
advice of persons with vested interests in the choice 
made. 

Weithorn and Campbell, 1982— The 1982 study 
by Weithorn and Campbell presented hypothetical 
treatment dilemmas involving four health problems 
(diabetes, epilepsy, enuresis, and depression) to 
participants ages 9, 14, 18, and 21 and asked 
participants what decisions they would make and the 
reasons for those decisions (86)* 

This study found that groups of participants ages 
14, 18, and 21 did not differ in their decisions or 
reasons for decisions. Moreover, the decisions of 
these participants did not differ from those recom- 
mended by health professionals for the problems in 
question. Groups of participants ages 14, 18, and 21 
also did not differ from each other on tests of factual 



UM44 • Adolescent Health—Volume III: Crosscutting Issues in the Delivefy of Health and Related Services 



understanding of the health problems or apprecia- 
rion of the consequences associated with various 
options. 

The group of 9-y car-olds, this study found, did 
differ in many ways from the older groups. The 
9-year-olds were more likely than the older groups 
to select inpatient treatment for depression. Indeed, 
the study found an overall trend for younger 
participants to be accepting of inpatient treatment 
and older participants to reject it. The 9-year-olds 
also differed from the older groups in the reasons for 
their choices of treatment, in factual understanding 
of the conditions, and in appreciation of conse- 
quences. 

Belter and Grisso, 1984— The 1984 smdy by 
Belter and Grisso studied the ability of 60 middle- 
class males ages 9, 15, and 21 to recognize a 
violation of their rights as patients in a simulated 
counseling session and to take steps to assert and 
protect their rights against violations by the profes- 
sional (18). The research procedure involved half the 
participants at each age level receiving briefings on 
the rights of patients (e.g., the rights to refuse 
treatment, to know the reason for referral, to 
withhold information, to refuse to allow tape record- 
ing of the session, and the rights of confidentiality 
and access to records). In a subsequent session, 
participants observed a videotaped counseling ses- 
sion and were asked at various points whether or not 
a right was being violated and, if so, what they would 
do to protect the right. 

The Belter and Grisso study found that 15-year- 
olds did not differ from 21 -year-olds in their scores 
on the recognition or protection of rights or in the 
benefit they gained from the briefings about pa- 
tients' rights. On the other hand, this study found 
that 9-year-olds showed significantly lower recogni- 
tion of or asserted protection of rights than did the 
15- or 21 year-olds, who did not differ from each 
other, 

Kaser-Boyd et ah, 1985— The 1985 study by 
Kaser-Boyd et ai. compared behaviorally disor- 
dered, emotionally disturbed, and learning disabled 
individuals ages 10 to 1 3 to those ages 14 to 20 in 
their abihty to assess risks and benefits of psycho- 
logical treatment (48). 

This study found that the 1(V to 13-year-olds did 
not differ from the 14- to 20-year-olds in the 
identification of risks or evaluation of eight benefit 
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dimensions, A serious problem noted by the authors, 
however, is that in some of these comparisons, the 
numbers were too small to permit a significance test 
to be pen"ormed. In terms of differences in decision- 
making as a function of age, this study found that 
participants ages 14 to 20 identified more potential 
benefits from psychotherapy and expressed the 
perceived benefits in more abstract terms than 
participants ages 10 to 13. 

Kaser-Boyd et al., 1986—The 1986 study by 
Kaser-Boyd et al. asked 75 adolescents ages 10 to 19 
with mild to severe learning and behavior problems 
to distinguish among risk and benefit factors, as well 
as irrelevant considerations, with respect to a 
hypotlietical decision to accept or refuse psychother- 
apy (49^ One might regard the decisionmaking 
ability ot a group of adolescents with problems such 
as these as immediately suspect, but in fact a group 
such as this may be the right group of adolescents to 
be testing, because it is adolescents with problems 
such as theirs who might actually be asked to decide 
whether to accept psychotherapy. Although this 
study does provide comparisons in decisionmaking 
among younger and older study participants up to 19 
years of age, it does not provide comparisons 
between subjects with and subjects without the 
problems mentioned. 

In any event, this study found no differences in 
decisionmaking as a function of age. Participants 
ranging in age from 10 to 19 years of age showed no 
differences in distinguishing risks, benefits, and 
irrelevant considerations, or in the psychological 
treatment decisions they made. 

Ambuel, 1989— The 1989 study by Ambuel 
collected and analyzed data from 75 socioeconomi- 
cally diverse females ages 13 to 21 who suspected an 
unplanned pregnancy and were visiting a medical 
clinic for a pregnancy test (1). This study is 
noteworthy for combining a real-world setting in 
which research participants faced a potentially 
serious and stressfiU decision with extensive and 
careful measurement of attitudes, affect, and cogni- 
tion. 

The study found that — apart from females ages 13 
to 15 who said they excluded abortion as an 
option — participants showed no age-related differ- 
ences in three measures of cognitive competence 
(thoroughness of consideration of consequences, 
number of reasons considered, and quality of the 
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process and content of reasoning about pregnancy) 
oi in a measure of * 'volitional competence." 

Females ages 13 to 15 who did not consider 
abortion as an option (but no other groups of minors, 
categorized either by age or attitude toward abor- 
tion) had significantly lower scores than adults age 
21 and under on every measure of competence 
except one measure of cognitive competence (the 
number of reasons considered). This difference 
suggests that females ages 13 to 15 who regard 
abortion as a possibility have cognitive and voli- 
tional competencies similar to or indistinguishable 
from those of young adult females, whereas females 
age 13 and above whose competencies are lower 
have mled abortion out and are therefore not likely 
to seek an abortion anyway. 

Findings of Other Studies on the Age-Competence 
Relationship in Health Care Decisionmaking 

The finding of several studies that are not part of 
the core group discussed above provide some 
additional insight concerning age-related similan- 
ties and differences in health decisionmaking. 

Lewis et ah, 1977 — A 1977 study by Lewis et al. 
systematically observed the behavior of elementary 
school children ages 5 to 12 in an innovative 
program in two Los Angeles schools (58). That 
program allowed children to decide when a health 
problem required the attention of the school nurse, 
to sign themselves out of class to see the nurse, and 
to choose among treatment options presented to 
them by the nurse. In short, the program allowed the 
children the same freedom as adults in making their 
own health care choices, and the children's choices 
had real consequences for treatment. 

The authors of this study found that children in 
their school's self-activated health program made 
sensible (even in adult terms) use of their power to 
choose. It is interesting to note that the elementary 
school children in this study are below the age at 
which we would have any theoretical reason based 
on developmental psychology to expect equivalence 
between child and adult decisionmaking. 

Lewis et al., 1978— -A 1978 study by Lewis et al. 
invited 213 elementary school children ages 6 to 9, 
grouped in their classes, to become informed about 
swine flu vaccine trials and to decide whether or not 



to volunteer to participate (57). If a child did 
volunteer, the consent of the child's parents was 
sought, and if granted, the child did participate in the 
vaccine trial. Thus, the child's decision had potential 
real consequences. 

This study found very few age-related differences 
in the ability of classes of children to elicit informa- 
tion about the flu and the vaccine and about potential 
risks and benefits of participation in a vaccine trial, 
although one class of 6-year-olds did not elicit all the 
relevant information it could have. It is important to 
note that this study really measured group ability — 
rather than individual ability — to elicit information 
critical to making the decision to participate in 
medical research. If, as seems likely, there is 
significant variation in decisionmaking capacity 
among individuals within age groups, then measur- 
ing group ability would tend to minimize differences 
between age groups. In other words, assuming that 
the percentage of individuals who could think of all 
the questions to ask Increases with age, then any of 
these groups might as groups be able to ask all the 
right questions and appear equally capable, while in 
fact important developmental changes were occur- 
ring over time (as larger and larger percentages of 
children in older classes would individually be able 
to ask the appropriate questions). The basic question 
before us pertains to the competence of minors as 
individuals and the information- seeking of individu- 
als that is more typical of the informed consent 
process in our institutions. Still, it is striking that 
even in a group of 6-year-olds, there are enough 
group members that in all but one class all the 
relevant infonnation was elicited by the children. 

Ka/din, 1986— A 1986 smdy by Kazdin had 
parents and their severely disturbed children rate the 
acceptability of different kinds and settings of 
mental health treatment (5 1 This study found that 
parents rated both outpatient treatment and hospital- 
ization as more acceptable than their children did. 
The parents rated hospitalization higher than outpa- 
tient treatment; the children rated them in the reverse 
order. Furthermore, the strength of treatment was 
positively correlated with acceptability for parents 
and negatively correlated for children. According to 
Kazdin, these differences may very well reflect 
differences in the meaning of the treatments for 



'•special problems in ihc area of consent to meniaJ health services were dLSCussed earlier in this chapter, For a discussion of vanous mental health 
treatment settings available to adolescents, see cb. U. * 'Mental Health Problems: Prevention and Services/' in Vol. 
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paients (e.g., relieQ aiid chUdren (e.g., abandon- 
ment). 

Grisso, 1981 — An important note of caution is 
raised by a study that addresses not medical deci- 
sionmaking by minors but legal decisionmaking — 
Grisso's 1981 study of juveniles interrogated by 
police, with particular attention to the decisionmak- 
ing of these youths in asserting or waiving their legal 
rights (39). This study reminds us that minors 
making decisions in different contexts and different 
subsets of minors may show important differences in 
decisionmaking as compared with adults. 

This study found that 42 percent of arrested adults 
chose not to answer ^lice questions but that fewer 
than 10 percent of arrested juveniles asserted their 
nght to remam silent — and virtually none of the 
arrested juveniles under age 15 refused to answer 
police questions.^^ As a group, juveniles under age 
15 showed little comprehension of the Miranda 
warning^ — so little comprehension in fact that their 
decisions to assert or waive those rights had little 
meaning. Furthermore, as many as half of the 
juveniles ages 15 to 16 who had IQs below 80 or who 
were black or in lower socioeconomic groups also 
showed little comprehension of their legal rights and 
the consequences of asserting or waiving their 
rights. This study found that white juveniles who 
had greater contact with juvenile courts and police 
evinced improved understanding of Miranda rights, 
but black juveniles who had such contact evinced 
poorer understanding. Greater contact with police 
and courts did, however, lead to greater understand- 
ing of the different roles of judges, lawyers* and 
police.^^ 

Findings of Studies on How Variables Other 
Than Age Affect Adolescents' Health Care 
Decisionmaking 

Variables other than age have important effects on 
decisionmakings and several studies involving some 
of these other variables in the context of health 
decisionmaking by minors are described below. The 
studies reviewed here do not pemnit any defmitive 
conclusions about how variables such as gender, 
socioeconomic status, race and ethnicity, intellec- 



tual skills, experience* condition severity, pressure 
from peers or family, or skill training affect deci- 
sionmaking by minors. They do, however, point to 
areas in which the gathering of additional data about 
minors' decisionmaking capacity would probably be 
useful. 

Gender — Only one core study reviewed by OTA *s 
contractors specifically examined effects of gender 
on decisionmaking. Hiat study, the 1982 study by 
Weithom and Campbell, used equal numbers of 
male and female participants and found no gender 
differences in decisionmaking in hypothetical treat- 
ment situations (86). Two other «^jdies that exam- 
ined the effect of gender and were reviewed by 
OTA's contractors were the 1977 and 1978 studies 
by Lewis et al. The 1977 study by Lewis et al. 
reported that the patterns of utilization of health 
services by elementary school boys and girls (ages 
5 to 12) participating in their school's self-activated 
health program paralleled the utilization patterns of 
adults — i,e., girls made more use of the services than 
boys (58). TTie 1978 study by Lewis et al. reported 
that elementary school boys and girls ages 6 to 9 did 
not differ in the questions they asked after being 
invited to volunteer for swine flu trials, but reported 
both that boys volunteered less often than girls and 
that girls more often than boys found themselves 
unable to make a choice about volunteering. 

Socioeconomic Status — None of the core studies 
reviewed by OTA*s contractors examined the effect 
of socioeconomic status on decisionmaking, but 
decisionmaking by minors from different socioeco- 
nomic groups was compared in one of the other 
studies they reviewed. That study, the 1977 Lewis ct 
al. study, found that the poorer elementary school 
children (ages 5 to 12) in their school's self* 
activated health program made more visits to the 
school health service than the more affluent children 
(58). Furthermore, the poorer children saw their 
health as more in the control of physicians, while the 
more affluent children saw their health as being 
more influenced by forces that they themselves 
could control. None of the other studies OTA's 
contractors reviewed had enough minors from lower 
socioeconomic strata to allow conclusions about 



■^^*Thc U S Supreme Court has found juveniles to be competent to make their own decLsioa-t in this context and has brld such waiver of coastUutional 
rights by minors to be valid {Fare v. Michael 442 U.S. 707 (1979)]. 

*^Thc Miranda warning is the standard warning given to apprise criminal suspects of their constitutional rights in regard to custodial interrogation 
by police^ — they have the right not to answer any questions aiKl 'he aght to the advice and assistance of an anomcy. 

^^For a discussion of adolescents in the juvenile "'^acc system, see ch, 13, *' Delinquency; Prevention and Services,'* in Voi n 
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possible differences in decisionmaking related to 
socioeconomic status."^^ 

Race and Ethnicity — Only one of the core 
studies OTA's contractors reviewed reported on the 
effect of race or ethnicity on decisiomnaking by 
adolescents. That study, the 1986 Kaser-Boyd et al. 
study among adolescents with mild to severe learn- 
ing and behavior problems, reported that white, 
non-Hispanic adolescents obtained higher scores on 
the psychological treatment decision vignettes than 
other participants; but only 14 of the 75 subjects in 
this study were black or Hispanic (49). The 1977 
Lewis et al. study reported that as white elementary 
school children gained experience in their self- 
activated health program, they increasingly saw 
themselves as the decisionmakers, but that the same 
shift did not occur for the black or Hispanic children 
(58). 

Intellectual Skills — Only one of the core studies 
OTA's contractors reviewed, the 1986 study by 
Kaser-Boyd et al., compared participants with dif- 
ferent intelligence or a comparable measure of 
intellectual ability (49). This study found, unsurpris- 
ingly, that participants with poor reading compre- 
hension scored less well on the decision tasks. A 
point made earlier in this discussion was that there 
seems to be considerable variation in decisionmal;- 
ing ability of individuals within particular age 
groups. TTiis within-group variation could be due to 
a variable that is more important to the ouality of 
decisionmaking than age. Intelligence or reading 
comprehension may very well be that variable, but 
few data on this topic have been collected. 

Experience — Only two of the core studies OTA's 
contractors reviewed examined the effect of experi- 
ence on decisionmaking. The 1986 study by Kaser- 
Boyd et al. found surprisingly that participants with 
learning and behavioral problems who had had 
experience with psychotherapy obtained lower 
scores on the psychological treatment decision 
vignettes than participants without such experience 
(49). The researchers advanced several hypotheses 
to account for this finding. The 1985 stiidy by 
Kaser-Boyd et al, found that participants with 
learning, behavioral, and emotional problems who 
had experience with psychotherapy were more likely 
than participants who had no exjKrience to assert 



that psychotherapy had low risks and that partici* 
pants who were currently referred to therapy saw 
somewhat more benefits to psychotherapy than 
participants who were not referred (48). 

No other studies of which OTA is aware make 
comparisons among experienced and inexperienced 
decisionmakers. One would expect decisionmakers 
experienced with the decision domain to show some 
differences from those who are new to the decision 
domain. Presumably, one advantage that older — 
especially considerably older — decisionmakers have 
is experience with the decision task, and presumably 
some decisions benefit more from such experience 
than others. More research on this topic would 
probably be useful. 

Condition Severity — Only one of the core stud* 
ies OTA's contractors reviewed examined the effect 
of condition severity on competence to decide. This 
study, the 1986 study by Kaser-Boyd et al., found 
that participants not currently referred for psycho- 
logical treatment and participants with moderate 
behavior problems scored higher on the psychologi- 
cal treatment decision vignettes than participants 
currently referred for psychological treatment and 
participants with severe behavior problems, respec- 
tively (49), 

Two of the other core studies provide a partial 
answer to the question of whether the severity of a 
condition that does not impair a decisionmaker's 
intellectual functioning affects decisionmaking, the 
1982 study by Weithom and Campbell (86) and the 
1981 study by Lewis (56). These two studies, which 
presented to participants several different treatment 
dilenunas varying in seriousness, reported no sys- 
tematic differences in decisionmaking as a function 
of the seriousness of the condition. 

Social Influence From Peers, Parents, or Pro- 
fessionals — One issue that often is raised, but 
seldom studied with care, is the ability of minors to 
make independent decisions not unduly influenced 
by peers, parents, or professionals. As far as one can 
tell, tlie issue of minors' abihty to make decisior^s 
without undue influence from peers, parents, or 
professionals has not even benefited from a thought- 
ful conceptual analysis of the questions that need to 
be asked. When is a rejection of information from 
and about others evidence of independent judgment. 



♦^For a further discussion of issues penainiDg to ihc delivery of health and related service* to adolescents bving in poverty, as well as adolescents 
in specific cultural Subgroups, s«e ch. 18, '*I$su£s *n the Delivery of Services to Selected Groups of Adolescents," in this volume. 
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and when is it a sign of irrationality? When is 
sensitivity to the ideas and conduct of others 
thoughtful open-mindedness, and when is it confor- 
mity? Does the tendency toward conformity vary 
with the context? These and many other questions 
remain to be answered. 

None of the core studies OTA*s contractors 
reviewed examined the relationship between age and 
conformity to social influence in decisionmaking. 
Available research on the general relationship of age 
and conformity to social influence suggests the 
relationship between age and confomiity to social 
influence is complex. The available research shows 
inconsistent fmdings, which may be reconciled by 
positing that conformity to social influence de- 
creases from ages 7 to 11, then increases from ages 
11 to 13, and then begins to decrease after that.'^^ A 
1988 study by Scherer and Reppucci examined the 
effects of parental pressure on hypothetical health 
decisions by adolescents ages 14 and 15 and found 
that these adolescents yielded greatly to parental 
pressure (76). The Scherer and Repucci study found 
that the more consequential the health problem and 
invasive the treatment choices, the less the 14- and 
15-year-olds yielded to parental pressure; the more 
socially sensitive the condition, the more these 
adolescents yielded to parental pressure. 

Sure!y the amount of social conformity people 
exhibit varies widely with the social situation and 
setting as well as vith the individual. In fact, it is at 
least conceivable that developmental effects on 
social conformity may actually be overshadowed by 
situational variables. On the other hand, there may 
be complex simation-by-development interactions. 
Studies to examine that possibility have yet to be 
done. 

Skill Training — Only one of the core studies 
OTA's contractors reviewed examined the effect of 
skill training on competence to decide. In the 1984 
Belter and Grisso study, half the participants at each 
age level received briefings on patient rights and half 
did not. This amounts to specific training in one 
aspect of decisionmaking by patients (18). Unsur- 
prisingly, participants who received briefmgs 



showed significantly higher recognition and protec- 
tion scores than participants who did not. The 
15- and 21-year-olds both derived significant bene- 
fit from the briefmg, but the 9-year-olds did not 
derive any benefit. With the briefings, the 15-year- 
olds performed indistinguishably from the 21 -year- 
olds in the recognition and protectioii of their rights 
as patients. 

None of the othei core studies OTA\s contractors 
reviewed involved special efforts to teach decision- 
making skills to minors. Some additional research 
has addressed tlie question of whether decisionmak- 
ing skills can be taught. For example, a 1988 study 
by Weinstein has prepared children for psychother- 
apy by using videotaped modeling (84), and a 1986 
study by Hammes and Petersen has shown that sixth 
grade children can be taught resistance to persuasion 
and thereby taught to make more independent 
decisions (41), These studies suggest that even if 
minors were found to lack adult-level competence to 
consent — which in general they have not been — it 
might be possible to prepare minors to make 
decisions that reflect a heightened level of compe- 
tence. 

Implications for Public Policy of Empirical 
Research on l\/linors' Competence 

Tlic studies that form the core of OTA 's review on 
the age-competence relationship in health care 
decisionmaking, though not great in number, do 
provide at least some empirical support for the idea 
that minors as a class^™especially minors age 14 or 
15 through age 17 — have the same capacity to make 
health care decisions as young adults. These empiri- 
cal studies, therefore, challenge the traditional and 
implicit assumption of the law that minors as a class 
are unable to make health care decisions as well as 
adults. Furthermore, the studies' fmdings on this 
point are consistent with a huge body of research on 
cognitive development generally ."^ 

Are the empirical studies reviewed in this chapter 
sufficient to establish that adolescents as a group, 
ages 14 or 15 and above, are competent to consent to 
their own health care? Probably not. Beyond being 



*^Sec R CosUnzo and M. Shaw, ' Conformity as a PuncUon of Age Level * (32); and B. Bishop and L Bcckman, "Developmental Conforaiity ' 

(20). 

^^Scc D, Elkind, * ConceptuaJ Onemation Shifts in Childicn and Adolescents' ' (34); J. Ravcll. The Developmental Psychology of Jean Fiaget (36) 
and **An Analysis of Cognitivc^DcveiopmcnlaJ Sequences** (37); B. Inhcldcr and J. Piagct. The Growth of Logical Thinking From Childhood to 
Adolescence (46); D P. Keating, ''Thinking Processes in Adolescence** (52); G.B. Mellon, G.P. Koochcr and MJ, Saks, Children's Competence To 
Consent (63); and E.D, Ncimark and N. Lewis, ''Development of LogicaJ Problem Solving; A One- Year RttesV (69). 
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Available empiricaJ research chatlengesthe traditional and 
implidt assumption of the law that minors as a class are 
unable to make health care decisions as well as adults. 



rather few in number, tfte studies reviewed leave 
gaps in the knowledge ideally needed for the 
formulation of public policy pertaining to adoles- 
cents' involvement in health care decisionmaking. 
One limitation of the available studies is that most of 
them did not examine minors' decisionmaking 
perfomiance in situations sufficiently real and stress- 
ful to see what effects such situations may have on 
their decisionmaking performance (although the few 
that did examine this found the same pattern of 
results as the other studies). Another limitation of 
the available studies is that they generally compared 
minors' decisionmaking with the decisionmaking of 
very young adults rather than with that of adults of 
various ages. Still another limitation of available 
studies is that they leave open several important 
questions about the effects exerted on minors' 
decisionmaking by factors such as socioeconomic 
status, ethnicity, social influence, skill training, arj 



experience, and how these might interact with the 
age competence relationship found in the generally 
white middle -class groups studied. It is difficult to 
know how well one may generalize from the groups 
studied to the groups not studied. 

Two basic responses can be made to the limita- 
tions of existing studies of minors' health care 
decisionmaking capabilities. One would be to carry 
out studies designed to generate more complete data. 
The other would be to make judgments as to whether 
the pattern of findings of existing studies is fmn 
enough to expect them to carry over into untested 
areas. Whatever is done, it is important to bear in 
mind that there is considerable variation among 
individual adolescents. Some of the empirical stud- 
ies reviewed for this chapter note the great variation 
of performance within age groups, but they do not go 
beyond that. Because of individual variation in 
decisionmaking capacity among adolescents, some 
adolescents ages 14 and older do not, in fact, have 
the requisite capacity to make health care decisions. 
Even if the average minor of any given age group can 
make health care decisions as well as the average 
adult, if the variability is much greater among the 
minors than it is among adults, then a large absolute 
number of minors might fall below whatever the 
standard of competence is. 

The problem of individual variation in decision- 
making capacity within an age group can be dealt 
with in various ways. One way would be for public 
policymakers to require individualized deiermina* 
tions of competency by courts or even by health 
professionals. Unfortunately, however, an approach 
based on individualized determinations would open 
the door to discriminatory and arbitrary determina- 
tions unless there were tests of decisionmaking 
capacity that were rehable and valid and that could 
be administered easily — and it is doubtful that there 
are such tests/**^ Moreover, individualized determi- 
nations can be quite expensive in terms of resources. 

Another way of dealing with the problem of 
individual variation in decisionmaking capacity 
would be for public pohcymakers to establish a 
rebuttable legal presumption of competence based 
on c'mowological age that could be used by courts to 
make individualized determinations of competence 



^^Some observer! suggest that not one of the usuaJ tests of competence relied on by the taw and ncalth profcssional.v-— evidencing a choice, 
reasonableness of outcome of choice* * 'rational'* reasons, ability to understand, actual understanding — is or can ever be used consistently and that 
changing circuinstances and considerations modify the tests that the law or clinicians apply (74). 
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(31)."*^ Thus, ior example, public poUcyinakers 
could establish a legal presumption that any minor 
age 14 or above is competent to make health care 
decisions, but could also allow for the use of 
evidence of an individual's inability to make such 
decisions to rebut that presumption/^ 

Finally, it must be noted that considerations of 
minors' health care decisionmaking caparity have 
not been the sole determinant of the degree of 
freedom minors have been granted with respect to 
obtaining health services on their own. As pointed 
out earlier in this chapter, the presimiption that 
minors are incompetent to make decisions about 
health care based on assumptions about minors' lack 
of health care decisionmaking capacity is only one 
of several rationales — albeit a major rationale — for 
parental consent and notification requirements. It 
also must be noted that only some of the nxognized 
exceptions to parental consent and notification 
requirements are based on a rejection of this legal 
presumption and underlying assumptions. In short, 
the capacity of a minor to make health care 
decisions may be a necessary but not a sufficient 
condition for allowing a minor to obtain health 
services on his or her own. Conversely, the lack of 
capacity on the part of a minor to make health care 
decisions may not preclude allowing the minor to 
obtain health services without parental permission. 

Conclusions and Policy Implications 

This chapter began by asking how the law should 
allocate authority for making decisions about an 
adolescent's health care among the adolescent, the 
adolescent's parents, health professionals, and the 
state. It is important to emphasize that the way in 
which the law allocates adolescent health care 
decisionmaking authority does not become critical, 
or even very relevant, unless the adolescent and one 
or another of the parties just mentioned are in 
conflict. As noted earlier, however, potential or 
actual decisionmaking conflicts can and do some- 
times occur. In the case of family planning and 
abortion services and possibly other types of health 
services that may be needed or wanted by adoles- 



cents, parental consent and notification require- 
ments may sometimes pose barriers to access. 

The iltimate responsibility for deciding how the 
law should allocate authority for making decisions 
about an adolescent's health care rests with public 
policymakers — ^legislators, judges, and administra- 
tors of pubhc programs. If public pohcymakers are 
to formulate appropriate public policy pertaining to 
the allocation of authority for adolescent health care 
decisionmaking, they must balance the interests of 
adolescents, parents, health care providers, and the 
state.^ Balancing these interests is no easy task, 
especially when the balancing has to be done in a 
political environment in which policymakers must 
rely cn value judgments about which there is no 
consensus. It is at least possible, however, that an 
analysis of the interests of the, various parties 
involved can serve as a conceptual framework for 
the development of clearer, more rational, and more 
consistent policies. Such an analysis is presented in 
box 17-B. 

Laws related to the allocation of authority for 
decisions about the provision of health services to 
minors — individua,i under age 18 in 47 States and 
the District of Columbia, and under age 19 in 3 
States — have historically been the province of State 
legislatures. State courts, and State administrative 
agencies. As noted in this chapter, existing State 
laws governing parental consent and notification for 
different types of health services vary widely from 
State to State, and the laws of a particular State often 
vary with respect to different types of services or 
situations. For the most part, therefore, existing State 
laws do not furnish clear and consistent answers to 
the question of how authority for minors* health care 
decisionmaking is allocated. 

Given the array of laws and regulations described 
in this chapter, many adolescents — and perhaps 
even providers — are probably uncertain about how 
these laws and regulations pertain to them as 
individuals. The involvement of the U.S. Supreme 
Court and lower Federal courts in the allocation of 
authority for decisions about family planning and 
abortion services through their power to interpret the 



**Scc F.E. Zimrmg, The Changing Ugal World of Adolescence (90). 

^"'Sec President's Commission for the Study of Ethical Problems in Medicine and Biomedical and Behavioral Research. Making Health Care 
Decisions, Volume I: Report (72). 

^Sec R, Bennett, ''Allocation of Child Medical Care Decision- Making Authority; A Suggested Interest Analysts" (19); L.S. Ewald, **Medica] 
Decision-Making for Childien: An Analysis of Competing Interests*' (35); M S. Wald. ••Childrai's Rights: A Framework for Analysis'* (82); Harvard 
Uw Review, "Developments in the Law— Hic Constimtion and the Family' * (42); tJkd F.E. Zimhng, The Changing Legal World of Adolescence (90), 
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I Box 17-Ii — A Conceptual Framework To Aid Public Policymakers in Formulating Policy Related to 
the Allocation of Authority for Adolescent Health Care Decisionmaking 

A conceptual framework to aid publi^^ ^A^icymakers in formulating policy related to the alltxraiion of authority 

for adolescent health care decisionmaking can be supplied by analyzing the interests of the parlies who may be 
\ involved in such decisionmaking — namely, the adolescent, the adolescent's parents, the health care providers, and 

the state Tlie essential issue to be considered in such an analysis is: Docs the state have an interest or interests 
' derived from ihe interests of the adolescent, the adolescent s parents, or heallli care providers — or does the state have 

an independent interest — that would justify a particular aJl(Kation of authority for adolescent health care 

dccisionnuiking via statutes, judicial decisions, or administrative regulations? 

Interests of the Adolescent and the State — An adolescent has obvious interests in protecting his or her own 
life and m maintaining funxi physical and menial health — interests that translate into an interest in timely access 
to needed health s rrvices. Tlic state, under its parens patriae power, also has an interest in protecting the life and 
health of the adole.. ent and thus also has an interest in ensuring the adolescent*s access to needed health services. 
The nature and extent of the adolescent's interest— and by extension the state's interest— in the adolescent^s access 
to health services varies, depending on the type of service and circumstances Clearly, the interest is greatest in the 
case of health services that are needed to preserve hfe (e g,, emergency medical services for a seriously injured or 
suicidal adolescent) and less in tlie case of health services that may be viewed as desirable but are not necessary 
to preserve or even to achieve or maintain health (e.g,. cosmetic surgery). In situations where the adolescent's life 
(>r health may be at stake, the adolescent's interest in access to services should be paramount in any balancing of 
interests to arrive at an appropriate alk)cation of the authority to make decisions concerning the provision of health 
serv ices to adolescents. 

(nven the interests of the Luiolescent and the state in ensuring that the adolescent has access to needed he^ilih 
services, an issue iliai arises is whether — and if so, to what degree - legally mandated parental consent iind/or 
notilkatii^n requirements create biirriers to adolescents' access to serv ices. Several empirical studies have found that 
such requirements do create harriers to adolescents' access to and utilization of family pUinnmg and abortion 
serv ices (21 .22, 25,26, 2KJ8, 7^.87.88); the applicability of the findings of these studies to other types ot services, 
however, remains unclear. If policymakers are considenng the advisability of allowing adolescents lo make their 
own health care decisions, a central concem becomes the competency c^f adolescents to make appropriate 
detcmimations as to their need for serv ices. Some empirical studies, which are reviewed in this chapter, sugf^^est that 
jdolesccnts a)?cs 14 or 1,*^ and above have the same capacity to make health care decisions as young adults. It is 
nnponant hear m mind, however, that these studies have a numlx^r of limitations. Furthennore. adolescents within 
these age groups exhibit individual variation in decisionmaking capacity, and tins variation itself has implications 
tor public policy. 

Inunsis of the Adoltsanf^ Parents and the Stale Parents and their minor children typically have 
afieciional and other Wes, and the parents of most adolescents are likely to have an interest in ensunng that deci. ions 
about the pioviMon oi health services for their adt>lescent child will benefit him or her. In some cases, however, an 
xtenlity (^t mti'resi Ix'twcen an adolescent and the adolescent's piu'ents cannot bQ. assumed, nor can it be assumed 
that the parents will always act in the adolescent's best interests in health care decisions affecting the adolescent 
l*arents have resfx>nsihility for the care, support, iind rearmg of their minor children, and the parents of an adolescent 
niiiy have interest in maintaining their authoritv over the adole^jent. The parents als(^ may have a tnore 
I'cnerali/ed mtercsi in protecting their tanuly's auionoiny and privacy and in promoting their family's stabiliiy and 
cohesiveness 

I he sniic or inav not have an lntcrc^^ in rc jiforcing parenuil authority Hie state certainly has m interest 
in having the parents e ontinue to assume resj>onsihiliry for their adolescent child, however, .ind it parental authority 
iv reduced, piUeiits may be less willing to assume this responsibility. The state also has an interest in protecting 
family autonomy and privacy, which are widely valued in American society, but the protection of family autonomy 
and privacy is noi necessariiy ihc same as reinforcing parental authority. fTic siatc also has .'in mieresi in mamiaining 
family cohesivcncss and stability, hut this is not necessarily the Siime as reinforcing parental authority. 

Interi'Kts of Health ( are Providers Vhc interests of health ciU'e providers are seldom discussed or even 
nientioneil in disc ussiori> vonccmini! the allocatitMi (A authority for adolescent health care decisionmaking. 
( er'.ainlv, hovvcvc/, li'jalUi tare piovidcis can be saiJ to fiave an interest in providing services to adolescents that 

Continuod on noxi page 
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provisions of the U.S. Constitution may very well 
add to their uncertainties. One way of reducing 
adolescents* uncertainties, apart from moving laws 
toward greater uniformity, would be to incorporate 
information about the legal aspects of access to 
health services for adolescents in health education 
courses offered to adolescents in a State. Such 
information would give adolescents the information 
they need to make choices about whether or not to 
seek care. 

Responsibility for allocating authority for health 
care decisionmaking now rests primarily witli the 
State courts and legislatures and Federal courts. If it 
chose to, however, the U.S. Congress could play a 
greater role in formulating public policies pertaining 
to the allocation of authority for adolescent health 



care decisionmaking. At least in theory, Congress 
may enact legislation that would have the effect of 
establishing particular substantive policies in this 
area at the State and local leveL^^ 

One way for Congress to take on a larger role in 
formulating pubhc pohcies pertaining to the alloca- 
tion of authority for adolescent health care decision- 
making would be to enact legislation conditioning 
States' receipt of Federal funds for specified pur- 
poses on the States* having statutes or administrative 
mles and regulations that incorporate particular 
substantive policies with respect to health care 
decisionmaking for and by adolescents. To OTA's 
knowledge, this approach has not been used by 
Congress in this realm to date. 



*9As noted earlier, the U.S. Supreme Court is the final arbiter of what State laws arc pcnnissible and impcnnissiblc under the U.S. Constitution. 
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An alternative way for Congress to expand its role 
would be to enact legislation that requires federally 
funded programs that support the provision of health 
services for adolescents to adopt particular substan- 
tive policies with respect to the allocation of 
authority for adolescent health care decisionmaking. 
Congress authorizes and appropriates funds for a 
variety of programs that provide reimbursement or 
grants for adolescent health services — for example, 

• the Medicaid program authorized under Title 
XrX of the Social Security Act, 

• the maternal and child health services block 
grant programs authorized under Title V of the 
Social Security Act, 

• the family planning services and research 
program authorized under Title X of the Public 
Health Service Act, and 

• the alcohol » drug abuse, and mental health 
services block grant program authorized under 
Title XDC of the Public Health Service Act.^^ 

The Federal laws authorizing and appropriating 
funds for these programs and the regulations and 
mles issued by the agencies administering these 
programs at the Federal level generally do not deal 
directly with questions of whether adolesceiits must 
have parental consent to participate in the programs, 
whether parents must be notified of adolescents* 
participation in the programs, or whether health care 
records and communications between program serv* 
ice providers and adolescents are confidential wis-h- 
vis their parents.^* In the absence of explicit direc- 
tives from Congress or Federal agencies, the admin- 
istrators of federally funded programs are free — so 
long as they remain within the parameters imposed 
by State law and Federal constitutional law — to 
establish their own pohcies regarding parental 
consent and notification requirements and the confi- 
dentiality of records and communications involving 
minors. 

If Congress were to legislate in the area of parental 
consent and notification and confidentiality of 



communications involving adolescents, it presuma- 
bly would move laws governing matters such as 
parental consent and notification toward greater 
uniformity and coherence. Assuming for the sake of 
argument that greater uniformity and coherence is 
desirable, there remains the issue of what substan- 
tive pohcies Congress should adopt. That is a 
political judgment — some people would undoubt- 
edly support requiring or encouraging parental 
involvement in decisions concerning health services 
for adolescents and others would support giving 
adolescents a substantial measure of autonomy in 
such decisions. To help guide policymakers in 
decisions governing the allocation of authority for 
health care decisionmaking, further empiricjd re- 
search on the decisionmaking capabihties of adoles- 
cents and factors that may influence these capabih- 
ties (e.g., age, prior experience, situational factors, 
intelhgence) would probably be useful. 
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ISSUES IN THE DELIVERY OF SERVICES TO 
SELECTED GROUPS OF ADOLESCENTS 



Introduction 

OTA'S analysis of a wide variety of health 
problems experienced by U.S. adolescents suggests 
that the incidence and prevalence of many health 
problems is greater among some groups of adoles- 
cent han others.^ There is also evidence that U.S. 
adcitjcents' access to health services is far from 
uniform. As discussed elsewhere in this report, for 
example, many adolescents in poor and near-poor 
families are unable to obtain adequate health care 
because they do not have health insurance.^ 

This chapter focuses on three broad groups of 
adolescents and discusses some of the socioeconomic 
and cultural factors that may affect their health and 
access to health and related services. The three broad 
groups of adolescents are as follows: 

• adolescents living in poverty, 

• racial and ethnic minority adolescents, and 

• adolescents Uving in rural areas. ^ 

Without trying to be comprehensive, the chapter 
identifies some of the special health issues for 
adolescents who are poor, members of racial or 
ethnic minorities, or residents of rural areas. It also 
discusses issues in the delivery of health and related 
services to these groups of adolescents. Fina^^y, it 
describes Federal programs pertaining to poor ado- 
lescents, racial and ethnic minority adolescents, and 
adolescents living in rural area«s. 

It is important to note that the analysis in this 
chapter is severely limited by a lack of infonnation. 
In general, systematically collected and analyzed 
information on socioeconomic and cultural factors 
important to the appropriate and effective delivery of 
health services is scarce. Where adolescents are 
concerned, the problem is even worse. 



Adolescents Living in Poverty: 
Issues in the Delivery of Health 
and Related Services 

In 1988, more than 8 million U,S, adolescents 
lived in a poor or near-poor family (see figure 18-1). 
Poor and near-poor are terms defined in relation to 
the Federal poverty level, a cash income level which 
varies with family size and the age of family 
members. Poor families are families whose income 
falls below the Federal poverty level. Near-poor 
families are families whose income falls between 
100 and 149 percent of the poverty level. 

According to data from the March 1989 Current 
Population Survey, 26.7 p)ercent c U.S. adolescents 
in 1988 lived in poor or near-poor families (see 
figure 1^-2). About 17 percent of U.S. adolescents 
age 10 - jough 18 in 1988 lived in families with 
incomes below the Federal poverty level, and nearly 
10 percent more hved in families with incomes 
between 100 and 149 percent of the Federal poverty 
level (106). This means that about 8,27 million of the 
31 million U S, adolescents in 1988 Uved in poor or 
near~p<x>r families — about 5.3 million in poor fami- 
lies and about 3.0 million in near-poor families.'* 

The health and other effects of growing up poor or 
near-poor are complex and not well understood 
(154), Because poverty is often associated with low 
educational level, substandard living conditions, an 
inadequate social-support network, unemployment, 
poor nutrition, risk-promoting lifestyle, and dimin- 
ished access to health care, children growing up in 
j)oor or near-poor families probably confront more 
risk factors and benefit from fewer protective and 



'OTA* s analysis of Selected health problems Cxpcriciiced by U.S. adolescents is prcsemcd in chs. 5 through 14 in Vol H of this Report, For a summary, 
see app. B, Burden of Health Problems Among U.S. Adolescents," in this volume. 

^t is well established that health insurance coverage and ability to pay may detennioe when or whether a pcrsun in this country seeks health care 
services (125,177), For further discussion of the ftoancial barriers to access confronted by U.S adolescents, sec ch, 16. "Financial Access to Health 
Services," in this volume 

Clearly, some adolescents fail into more than one of these groups. The rationale for discussing the groups separately is to identify the unique 
contribution of socioeconomic status, race and ethnicity, and rural residence to health and the delivery and receipt of he^th and related services. 
^This calculation is based on the July 1, 1988, civilian population (211). 
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SystematicaKy collected and analyzed information on socioeconomic and cultural factors important to the appropriate and 

effective delivery of health services to U.S. adolescents is scarce. 



supportive factors than their more advantaged peers.^ other words, cultural traditions, values, beliefs, and 
Some observers have theorized, however, that * 'pov- practices can either diminish or accentuate poverty's 
erty acts through the prism of culture'' (84a). In negative effects. For the most part, systematic 

^Tbc idea that there is, in addition, a ' culture of poverty" (121.145) has bcax cootrovenial (74,93.273). In the 1960s, Ixwis argued that poverty 
is perpetuated because the children of low-income parents are socialized into a value system and set of behaviors that reduces their motivation to succeed 
in the labor market (121). This thesis amused controversy because it was seen as blaming the victims of poverty for their own fate. Tbc structural 
cr:planation (i.e.» that persistent poverty in individual famihes and certain communities can be explained by such fetors as the structure of the welfare 
system, the economic structure of low paid jobs, and the location of jobs) has been a major altmiative to the culture of poverty in explaining the 
persistence of poverty (74.93). Wilson, amcng oihere, has recognized a relationstiip between certain aspects of economic change (specifically, the loss 
of manufacturing jobs in central cities) and the set of behaviors, attitudes, and social perceptions of the impoverished communities particularly affected 
by these aspects of change (273.273a). In this process, captured jy the term •'conccotration effects** (273a). ''neighboiboods that have few legitimate 
employmeot opportunities, inadequate job information networks, and poor schools not only give rise to weak labor force attachment but also raise the 
hkeiihood that people will turn to illegal or deviant activities for income, thereby further weakening tteir attachment to the legitimate labor market. A 
jobless famiiy in such a neighborhood is influenced by the behavior. t)eUefs, orientations, and social petceptions of other disadvantaged families 
disproportionately concentrated in the neighborhood'* (73a). These attitudes, beliefs and behavion affect behaviors rel&ted to tlr workforce and to 
poverty (e.g., less investment in formal education leads to less ability to obtain a job in the growing service sector of the economy; the lack of marriageable 
(i.e., employed] males is a factor in out-of-wedlock pregnancies and births). Wilson has limited discussion of concentration effects to the so-called 
"underclass" living in ''urban ghettos,** in which an impoverished urban ghetto is a census tract in which at least 40 percent of families live below the 
F^eral poverty level (27 3), Thus, any effects of of poverty on b^iavlors and values would apply only to a relatively narrow band of poor famiUes ( 1 65a). 
A full explcwation of the vaiying definitions of the urban underclass (13,71 ,78,93.273^75) and other explanations of the pciviateoce of poverty in selected 
groups is t)cyond the scope of this Report. Interested readers are referred to the recent volume edited by Jcncks and Peterson for much of the latest thinking 
on these issues, including chapters on the impact of living in an urban underclass neighborhood on out-of-wcdiock adolescent pregnancy (93). 
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Figure 18-1— Number of U.S. Adolescents Ages 10 to 18 and Number Living In Poor or Near-Poor* 

Families, by Race/Ethnlclty, 1988*> 
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ba availabia from 1.990 oansus statistics. 

•Bacausa of tha small numbar of Amarican Indians and Alaska Nativas 
sampiadfortha Currant Population Survay(CPS), and various limitations 
of tha survay dasign. tha povarty aatimatas for this group hava a larga 
standard arror (that is, thay may ba unraliabia). Tha proportion of 
adolaacants In famiiias with irKom«s lass than 150 parcant of povarty 
could ba batwaan 41 and 61 parcant (106). Howavar. tha high rata of 
povarty anK>ng Amarlcan Indians and Alaska Nativas found through tha 
CPS is consistant with aatimatas from othar sourcas (199). 

SOURCE: OftKsa of Tachnology Assassmant. 1991. basad on data from tha following souroas: Adolaaoant population counts: U.S. Dapartmant of 
Commarca. BuraauofthaCansus. U.S. Population Estimatss, by Ag^. Sax. and Hiapanic Origin: ^9^9 Currant Population Raports, Sarias 
P'25, f^. 1057, by F.W. Hdlmann (WasNr>gton, DC: U.S. Govarnmant Printing Off tea, March 1990); S. Sua and N. Zana, "Haalth and Ralatad 
Sarvlcas for Asian Amarican Adolaacants." contract paoar praparad for tha Offioa ot Tachnology Asaaasmant. U.S. Congrass. Washington. DC, 
Novambar 1 989: F. Hdlmann. Damographar. Buraau of tha Cansus, U.S. Dapartmant of Commarca, paraonal communication dtad in F. Buttarf laid, 
"Asians Spraad Across a Land, and Halp Changa h." Waw Vbr^ Tlmms. Sunday, Fab. 24, i99l , p. 22. Wumbar of adoleacants living In poor or 
near-poor famlllas: R. Kn>r.ick, Adjunct Profassor, University of California. San Diago. CA, calculations b«s«lon U.S. Dapartmant of CommafLa, 
Buraau of tha Census. Maroh 1989 Currant Populatton Survay poWtc usa files. 1990. 
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investigations into whether and how variations in 
socioeconomic status cause differences in health- 
related behaviors and attitudes have not focused on 
adolescents (but see 103). Findings concerning the 
beliefs and behaviors that characterize the average 
adults in a population may or may not be applicable 
to the adolescent children of those adults. 

Ovenfiew of the Number of Adolescents 
Living in Poverty 

Official estimates of the number of people living 
in poverty in the United States are available from the 
Bureau of the Census within the U.S. Department of 
Commerce.^ The Bureau of the Census conducts a 



census of the entire U.S. population every 10 years. 
The 1980 census included data on sex, race, and 
marital status from the entire enimierated population 
and more detailed inforaiation on income, educa- 
tion, housing, and other topics from a 20-percent 
sample of the population (238a). The Bureau of the 
Census also conduct3 the Current Population Sur- 
vey, a monthly household survey of a sample of the 
civilian noninstitutionalized population, to obtain 
estimates of characteristics of the labor force, the 
population as a whole, and various subgroups of the 
population.^ Annual data on the number and charac- 
teristics of people living in poverty, based on income 
during the previous year, are obtained in the March 
supplement to the Current Population Survey ( 1 50,2 10). 



^The official govenment definition of poverty is based on cash income levels for families of different sizes. It was established in (be mid- 1960s and 
has not been modified substantially since then (150). Responsibility for changing poverty concepts and defuutioos rests with the Offioc of Manigemcot 
snd Budget. The definition of poverty has been the subject of numerous congressional hearings sod reports (1 50, 198), It is beyond the scope of this report 
to addiess the qoestions that have been raised. 

''As a hoos^oid stirvey of the dvilian noninstitutionalized population, the Curreot Population Survey does not include individuab in institutions 
(e.g., cortectioDal institutions* detention homes, and training schools for juvenile delinquent youths, homes for dependent and neglected children, homes 
and schools for the mentally or physically handicappedi, or homes for unwed mothers). 
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Figure 18-2— Socioeconomic Status of 
U.S. Adolescents Ages 10 to 18, by Family Income 
as a Percent of the Federal Poverty Level, 1988* 

Income 300% of 

poverty and above / - ?X 

13.46 million / .:\ Income 160-299% 



(43-4%) 




Income less than 
150% of poverty 
(poor and near-poorj 
8 27 million 
(26.7%) 



family income is »xprM&»d in relation to tha F«daral povorty lavaL Tha 
Fadaral povarty lavol is bas«d on cash irtcoma lavale for familias of 
diftarant sizaa. In 1 988. tha Fadaral povarty laval was $9,431 for a family 
of thnaa. 

SOURCE: Offica of Tachnology Assasamant 1991, basad on R. Kronick. 

Adjunct Profassor. Univarsity of Calitornia, San Diago, OA, 
caicjiations basad on U.S. Dapartmant of Commaroa. Buraau 
of tha Cansus. March 1969 Currant Population Survay public 
usafilaa. 1990. 

As shown in figure 18-3, the risk of being poor or 
near-poor for U.S. adolescents is greatly related to 
family composition. Adolescents living in mother- 
headed families without fathers and adolescents on 
their own are at much greater risk of being poor or 
near-poor than adolescents living with both parents 
or their father only (13,106). In 1988, nearly 
two-thirds of the adolescents who lived with their 
mother only and two-thirds of the adolescents living 
with neither parent (or married and living with their 
parents^) hved in famihes with incomes that fell 
below 150 percent of the poverty level That same 
year, about one-fourth of the adolescents in father- 
headed families without mothers were in families 
with incomes below 150 percent of the Federal 
poverty level. Adolescents living in two-parent 
famihes are at the lowest risk of being poor or 
near-poor; in 1988, about 15 percent of the adoles- 



cents hving with both parents were in famihes with 
incomes below 150 percent of the poverty level. 

Family composition affecis not only the risk of 
teing poor or near-poor but the dynamics of poverty. 
Available research on the dynamics of income and 
ix>verty indicates that the presence of two parents in 
a family offers children substantial (though not 
absolute) protection from sustained poverty (154). 
Poverty among two-parent famihes fluctuates widely 
from year to year and is highly dependent on wages 
and other income (including Aid to Famihes With 
Dependent Children (AFEKT)) (154). In contrast, 
poverty among female-headed famihes without 
fathers reflects the vulnerabihty of having only one 
parent, usually a mother who is a low-wage earner, 
as the sole source of economic support (154). 
Female adolescents who bear children out of wed- 
lock are at particularly great risk of hving in 
poverty.^ 

Data from the March 1989 Current Population 
Survey indicate that certain groups of racial and 
ethnic minority adolescents are far more likely than 
white, non-Hispanic adolescents to be hving in 
famihes with incomes at or near the Federal poverty 
level. As shown in figure 18^, about half of 
Hispanic adolescents, half of black, non-Hispanic 
adolescents, half of American Indian and Alaska 
Native adolescents, and one-third of Asian ado- 
lescents in the United States hved in noor or 
near-poor famihes in 1988 (106). That same year, 
less than one-fifth of white, non-Hispanic adoles- 
cents hved in poor or near^poor fan.ihes. 

Data from the March 1989 Current Population 
Survey indicate that some parts of the coimtry have 
a higher percentage of adolescents hving in poor or 
near-poor families than others. The South^^ has a 
higher percentage of adolescents who hvc in poor or 
near-poor famihes than the West^^ or North^-^: 31.7 
pisrcent of adolescents hving in the South, 26.4 
percent of adolescents hving in the Wesf, and 22.9 



•When adolescents arc married, even if they arc bving with their parcnta. they are usually considered to be a separate family for purposes of the Current 
PopulatiOD Survey 

*As discussed in ch. 10. 'Pregnancy and Parenting: Prevention and Services." in Vol. O. atout 65 percent of the approximately 500.000 births to 
U.S. adolescents in 1988 were out-K)f-wedlock births (240). 

J^^The South includes Alabama, Arkansas. Delaware. Florida, Georgia, Kentucky. tx>uisiana, Maryland. Mississippi. North Carolina, OkJahoma, South 
Carolina, Itmiessce. Itxas, Virginia, and West Virginia (107). 

'*Thc West includes Alaska, Arizona, Cahfomia, Colorado. Idaho. Hawaii, Montana, New Mexico, Oregon, Nevada, Utah Washington, and 
Wyoming (107). 

^2Thc Noith includes Connecticut, Illinois. Indiana, Iowa, Kansas. Maine. Massachusetts, Michigan, MinneM>ta, Missouri, New Hampshire. New 
Jersey. New York, North Dakota, Nebraska, Ohio. Pennsylvania, Rhode Island, Soudi Dakota, Vermont, and Wisconsin (107). 
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Figure 18-3 — Family Incomes as a Percent of the Federal Poverty Level 
by U.S. Adolescents' Living Arrangements, 1988* 



incomes of families in which adolescents 
are living with both parents 



Incomes of families in which adolescents 
are iivinii with their father only 



Income i50'299% 
of povertv 




Income lesi? 
♦han 150% 
of poverty 
(15.1%) 




Income less 
than 150% 
of poverty 
(25.9%) 



Income 300% of 
poverty and above 
(54.1%) 



Income 300% of 
poverty and above 
(40.4%) 



Incomes of families in which adolescents 
are living with their mother only 



Income less than 
150% of poverty 
(57.0%) 




Income 150-299% 
of poverty 
(27.6%) 



Income 300% 
of poverty 
and above 
(15,4%) 



Incomes of families in which adolescents 
are not living with parents or 
are married and living with 
their parent(s) 



Income less than 
150% of poverty 

(57.6%) 




Income 150-299% 
of poverty 

(23.6%) 



Income 300% of 
poverty and above 
(18.8%) 



NOTE: Rgurtts may not iidd to 100 ptfcont b«catis« of rounding o'ror. 

^Family income b oxpr«:ss«d in relation to the Federal poverty level. In 1988. the Federal poverty level was $9,431 tor a family of three. 

SOURCE Office of Technology Assessment. 1991. based on R. Kronick, Adjunct Professor, University of California. San Diego, C A. calculations based on 
U.S. Department of Commerce, Bureau of the Census. March 1 989 Current Population Survey public use files. 1 990. 



percent of adolescent? living in the North live in 
poor or near-poor fanulies (107).'^ It is important to 
note that these comparisons are based on the official 
defiT :tion of poverty, which does not take into 



account variations in the cost of living across regions 
or across residential areas (i.e., urban, suburban, 
rural) within regions. Differences in the cost of 
living in different areas can be quite substantial. 



i^DaU iirom Midwestern States art not reported as a separate group because of the low numben of adolescents sampled from Midwestern States; data 
from these States are rqnirtcd as pad of other regions to increase the reliability of the data (107). 
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Figure 1ft-4— Family Incomes as a Percent of the Federal Poverty Uvel by U.S. Adolescents* Race/Ethnicity, 1 988» 



White, non-Hispanic 



Asian 



Income 161-299% 
of poverty 
(30.3%) 




Income less than 
150% of poverty 
(17,3%) 



Income 151-299% 
of poverty 
(25.0%) 




Income less than 
150% of poverty 
(32.0%) 



Income 300% of 
poverty and above 
(52.4%) 



/ Income 300% of 
poverty and above 
(41.0%) 



Hispanic 



Income less than 
150% of poverty 
(49.0%) 



Income 151-299% 
of poverty 
(31.5%) 




IrKome 300% of 
poverty and above 
(19.5%) 



Blacl(p non-Hispanic 



Income less than 
150% of poverty 
(52.1%) 



Income 161-299% 
of poverty 
(26.9%) 



American Indian 
and Alaska Native'^ 




Income less than 
160% of poverty 
(61.0%) 



/ Income 300% of 
^ poverty and above 
(210%) 



Income 161-299% 
of poverty 
(310%) 




Income 300% of 
poverty and above 
(17.0%) 



family income is expressed in relation to the Federal poverty level. In 1988, the Federal poverty level was $9,431 for a family of three. 

°Becauseofthe»mallnumberofAmerkanlndiar»arKJAJask«Natlve8»ampledfortheCurrerrtP^^ Survey and various limitations of the survey design, 
the eet»mates for this group may be unreliable. The proportion with incomes lees than ISO percent of poverty couW be between 41 to 61 peroent ^08) 
Howavm. the high rate of poverty among American Indians and Alaska Natives found through the Current Population Survey is consistent with estirnates 
from other eouroes (204). 

SOURCE: Office of Technology Assessment, 1991 , based on R Kronick. Adjunct Professor. Unh^ersity of California. San Diego. CA. calculatk>ns based on 
U.S. Department of Commeroe. Bureau of the Census. March 1989 Current Populatton Survey public use fll«!i, 1990 
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Thus, the impact of living in a family whose income 
falls below the Federal poverty level may differ 
depending on where one lives. 

Health Status of Poor Adolescents 

Limitations of Data and Research on 
the Health of Poor Adolescents 

Existing data on the health status of poor adoles- 
cents and research on the health effects of poverty 
have a number of significant limitations. As dis- 
cussed elsewhere in this report, there is no regular 
monitoring of U.S. adolescents* health, and informa- 
tion on the health status of U.S. adolescents is often 
not available.*"* National data on the health status of 
U.S. adolescents by income level are practically 
nonexistent. 

Data on births, deaths, various indicators of health 
status, and the utilization of health resources are 
collected on an ongoing basis by the National Center 
for Health Statistics in the U.S. Department of 
Health and Human Services (DHHS). Much of the 
data collected by the National Center for Health 
Statistics is not analyzed in terms of income level. 
Thus, for example, the major Federal report on 
health indicators in the United States — Health, 
United States — tabulates mortality and most mor- 
bidity statistics by age, sex, and race but not by 
income or other factors indicative of socioeconomic 
status (156,238a). 

One of the few national surveys sponsored by the 
National Center for Health Statistics that does 
collect morbidity data by family income is the 
National Health Interview Survey. The National 
Health Interview Survey uses personal household 
interviews to obtain information from a sample of 
the civilian noninstitutionalized population on per- 
sonal and demographic characteristics and various 
health topics (238a). This survey has a number of 



limitations. As a household survey, it does not 
include individuals who are homeless or in institu- 
tions. For individuals under age 17, information is 
collected from a proxy respondent, typically a parent 
or guardian. 

The prevailing stereotype of poverty is as an inner 
city phenomenon, and much of the research on poor 
people has focused on poor people living in urban 
areas. Thus, it has oft o overlooked poor people in 
rural or suburban areas. In fact, a substantial 
percentage of poor families with children live in 
rural areas (30 percent in 1987) or suburban areas (28 
percent in 1987) (13). Urban areas tend to have high 
concentrations of racial and ethnic minority poor 
people. Thus, much research on the poor has focused 
disproportionately on people from racial and ethnic 
minorities. There have been few attempts by re- 
searchers to examine poverty's unique impact on 
adolescents' physical or mental health status, q>ait 
from the effects of such factors as family structure, 
race and ethnicity, and place of residence. 

Another problem is that many researchers rely on 
impressionistic criteria, such as the apparent socio- 
economic characteristics of neighborhoods, for de- 
termining adolescents' socioeconomic status instead 
of using multiple criteria including family income 
levels (146). Adolescents themselves often do not 
know enough about the details of their parents' 
employment to permit accurate assessment of their 
family's economic status. 

Finally, it should be noted that much of the 
research on adolescents living in poverty has fo- 
cused on the **failures" (e.g., individuals who drop 
out of school, individuals who exhibit emotional or 
behavioral problems, individuals who remain de- 
pendent on welfare) rather than the successes. These 
**fail\ires," however, are not representative of all 
poor adolescents.'^ While the deficit model can 



*^Dato on adolescent health are not collected in any single place, and for many important problems (e.g.. nonfatal accidents, sexually tiansmined 
diseases, mental health problems, delinquency), there are no reliable sources of national data. The probknu with available information on adolescent 
health arc sttmmahzed in app. C. 'Issues Related to the Lack of Information About Adolescent Healdi and Health «n<< Related Services/* in Vol. I. 
Soun:es and limitations of national data sources on ^>ecific aspects of adolesoenu' health tie discussed in f^ h cfaapier kU Vol. n. 

>^Thc National Healt ,i <i..aminatiOD Survey conducted from 1966 to 1^0 used a variety of direct physical examinations *:nd clinical and labonuoty 
tests, to obtain information on the measures, including health status of a representative national san^le of U.S. adoleicoits ages 12 to 17. This survey 
did obtain information on &mily income, but data firom that survey arc now over 20 years old. The Nationa. ijsalth and Nutritii^ Examination Survey 
(NHANES) was inidated as a successor to the National Health Examination Survey in 197 L NHANES m. cunently utaJcrway, will inchide questions 
related to income, but the sample of 3,200 adolescents ages 12 to 19 (56) may be too small to allow meaningful coiiq>arisons by income level. 

**Many children who grow up in welfare-dependent families, for example, do not become welfare-dependent themselves as adults. Or» study found 
that 42 percent of black females and 27 peitent of white females g^wing up in hi^y welfare-dependent families— i.e , defined as fomiliet who relied 
on welfare for at least 25 percent of average total family income in the years between tl^ time the child was between the ages of 10 and 17 — did not 
receive any welfare between the ages of 24 and 30 (196). Only 19 percent of black daughten and 26 percent of white daugbters in highly 
welfare-dependent families in this 1984 analysis became highly welfare-dependent themselves (196). 
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provide critical information about needs and the 
etiology of problems, the pronounced lack of infor- 
mation about the variables associated with positive 
outcomes hmits the identification of pathways to 
health and the maintenance and support of health- 
enhancing characteristics- 



Research on so-called "resilient" children and 
adolescents is sunimarized in box 18-A. This 
research generally suggests that having access to 
supportive individuals and networks and having the 
abihty to draw upon this support (social competence, 
greater intelligence) are factors that help children 
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Table 18*1— Reported Health Status of U.S. Adolescents Ages 10 to 18, by Family Income, 1988* 



Family income and age 



Number of 
persons at 
family 



Reported healtfi status (percent distribution) 



inooms levels 


Excelient 


Very good 


Good 


Pair 


Poor* 


3,676,000 


35.3% 


25.6% 


31.9% 


6.3% 


• 


1.807,000 


35.8 


24.4 


33.7 


5.1 


• 


1,869,000 


34.8 


26.7 


30.2 


7.3 




4.880.000 


42.9% 


27.8% 


24.8% 


3.9% 


• 


2,633,000 


44.5 


29.0 


23.4 


2.4 


* 


2,247,000 


41.0 


26.4 


26.5 


5.6 


* 


7.491.000 


53.1% 


27.4% 


17.0% 


2.3% 


* 


4.213.000 


55.1 


26.6 


16.1 


2.2 


• 


3,278.000 


50.5 


28.5 


18.2 


2.4 


* 


10.576,000 


63.0% 


23.7% 


12.3% 


0.9% 




5,665,000 


64.4 


22.7 


11.8 


0.9 


* 


4,911,000 


61.3 


24.8 


12.9 


0.9 


• 



Und^r $10,000 



$10,000 to $19,999 



$20,000 to $34,999 



$35,000 or more 



^htt data prMvntad in thi« table ara from th« National Health lntervl«w Survay. a continuing nationwida sampla eurvay of tha ctvilian noninstitutionaliz^Ki 
population in which personal housahold intarviaws ara uMd to coll«ct data on damographic charactarlstics. iilnass, injunaa. utilization of haaith rasourc^s. 
and oth«r haaith topics. This survay uses proxy Intarvtaws (ganarally with a parant) for all parsons undar aga 18. 

^tries marked with an astariak did not ma«t the requisita standard for reliability. 

SOURCE: U.S. DapartrDent of Haaith and Human San/k»s. Public Haaith Service. Canters for Disease Control. National Canter for Health Statistics, 
unpublished data from the 1988 National Health Interview Sun^ey. Hyattsville, MD, 1989, 



overcome adverse circumstances. Further research 
to identify the components of resiliency among 
adolescents from disadvantaged backgiounds could 
be helpful in developing effective interventions. 

Health Status of Adolescents 
by Family Income Level 

As noted above» the National Health Interview^ 
Survey is one of the few sources of national data on 
U.S. adolescents* health status by family income 
level. The National Health Interview Survey is a 
survey of a sample of the civilian noninstitutional- 
ized population and thus does not include adoles- 
cents who are homeless or in institutions (e.g., 
correctional institutions for juvenile offenders, homes 
for dependent and neglected children, homes and 
schools for the mentally or physically handic2q)ped, 
or homes for unwed mothers). As discussed else- 
where in this report, homeless adolescents are at 
high risk of experiencing a variety of physical and 
mental health probleir^s and typically lack access to 
a regular source of health care.*'' Adolescents in 
juvenile justice facihties are also at particular risk,'^ 



In the 1983 and 1985 National Health Interview 
Surveys, U.S. adolescents ages 10 to 18 from poor 
families were significantly less likely to be reported 
to be in excellent health than were adolescents from 
nonpoor families (37.5 percent of poor v. 55,9 
percent of nonpoor) (157). Adolescents from poor 
families were also considerably more likely to be 
reported to be in fair or poor health than were 
adolescents from nonpoor families (7.3 percent of 
j>oor v. 2.3 percent of nonpoor) (157). 

The 1988 National Health Interview Survey had 
similar findings. As shown in table 18-1, adolescents 
in families with incomes under $ 10,000 were far less 
likely than adolescents in higher income families to 
be reported to be in excellent health. Adolescents in 
families with incomes under $10,000 were also far 
more likely than other adolescents to be reported to 
be in fair health (238), 

The 1988 National Health Interview Survey 
further found that adolescents in the lowest income 
families experienced more restricted-activity days 
due to acute and chronic conditions than did 
adolescents in higher income families. As shown in 



^''SeeclL 14, "Homclessness: Prevention and Service^/* in Vol. n. 
**SecclL 13, "Delinquency: Prevenbon and Services," in Vol. n. 
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Table 18-2— Reported Restricted- Activity Days Among U,S. Adolescents 
Ages 10 to 18, by Family Income, 1988* 



Reported restricted-activity days per person 

All Bed' School- or 

Family income and age restricted-activity days^ disability days^ work-loss days^ 



Under $10,000 



All ages (10 to 18) 


11.8 


5.8 


6.7 


1 0 tn 14 VBBr^i 


1 1.4 


S 7 


6 9 




12.3 


5.8 


6.5 


$10,000 to $19,999 








All ages (10 to 18) 


9.1 


4.2 


5.0 




8.1 


3.8 


4.5 




10.4 


4.7 


5.7 


$20,000 to $34,999 








All ages (10 to 18) 


8.4 


4.0 


4.8 


10 to 14 years 


8.6 


3.9 


4.5 




8.2 


4.2 


5.3 


$35,000 or mom 








All ages (10 to 18) 


8.0 


3.9 


4.1 




7.5 


3.8 


4.2 




8.6 


4.0 


4.1 



^Th9 data pros^ntsd in this taM ara from th« NationaJ KMth lm«rvi«w Survay. a continuing nationwida sampta survay 

of tho dvitian noninatitutionalizad population In which paraonal housahoid intarviai^ ara us«d to oolloct data on 

damographic charactaristlca, illnaasaa, injuhaa, utiliiatlon of haalth raaourcaa, and othar haalth topics. This ^rvay 

usas proxy intarviawa (ganarally with a parant) for all persons undar aga 18. 
^^asfilkrfad-actfVAy days ara uodupllcatad counts of t}ackiisabitlty, work-loas, and schooi-ioaa days, as wall as other 

days during wNch a parson cuts dowm on his or h»f usual activitias. 
botUMsab&lty day is a day on which a parson stays in bad for mora than haK of tha daylight hours (or normal waiting 

hours) t>acausa of a spadflad iltnaaa or injury. 
dA achooi-hss day is a day on which a child did not attand school for at laa«t half tha normal schooi day bacausa of 

a spacjf ic illnass or Injury. A work-lossdmy is a day on which a parson d»d not work at his or har job for at laast hatf of 

tha normal workday baosusa of a spadfic ijinaas or injury. 

SOURCE: U.S. Dapartmant of Haalth and Human Sarvicas, Public Haalth Sarvk^a, Canters for Disaasa Control, 
National Caotar f^r Haalth Statistics, unpublishad data from tha 1988 National Haalth Intarviaw Survay, 
Hyattsvilla.MD. 1d89. 



table 18-2, adolescents in families with incomes 
under $10,000 were reported to experience an 
average of 1 1 .8 restricted-activity days per person in 
1988 (238). This average included 6.7 school-loss 
days per person. Adolescents in families with 
incomes of $10,000 or more were reported to 
experience fewer restricted-activity and school-loss 
days than adolescents in the poorest families. 

Overall, the 1988 National Health Interview 
Survey found that 9.8 percent of adolescents in 
families with incomes under $ 10,000 and 5.1 percent 
of adolescents in families with incomes of $35,000 
or more were reported to experience activity limita- 
tions as a result of chronic conditions f238). The 
1983 and 1984 National Health Interview Surveys 
found that adolescents in poor families were signifi- 
cantly more likely to suffer from chronic dis£^>ling 



conditions — e.g., mental disorders, diseases of the 
respiratory system, and diseases of the musculoskel- 
etal system and connective tissue — than were non- 
poor adolescents (8.8 percent of f>oor v* 6.0 percent 
of nonpoor) (157).>^ 

Some researchers have found that adolescents 
living in poverty are at increases' risk of attending 
schools which are characterized by **poorly pre- 
pared teachers, inadequate educational facilities, 
ineffective administrators, and low teacher expecta- 
tions" (71).^^ Some poor adolescents may have to 
drop out of school because of family economic 
problems (71). Others may drop out because of 
academic difficulties, disciplinary problems, or preg- 
nancy (272). Adolescents who drop out of school or 
otherwise become educationally disadvantaged arc 
likely to be unprepared to fdl available jobs (119). 



'^Qiroiiic physical ticaltti problems among adolescents arc discussed in ch. 6, **Cbronic Hiysical Illxiesscs: Prevention and Services/* in Vol. n. 
^or a discussioD of bow school c&vironmeats affect adolescents, see cb 4. ' 'Schools and DiscretionAfy Time/' in Vol. D. 
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Poor urban neighborhoods arc frequently typified 
by high rates of crime, decaying and crumbling 
buildings, open drug sales, and lack of employment 
and educationd opportunities (124,130,142). Living 
in a poor inner-city area increases the likelihood that 
an individual will be a victim of crime. For crimes 
of violence, the victimization rate for adolescents in 
inner cities is higher than that for residents of urban 
and suburban areas (71). 

Living in poverty, especially in urban areas, is 
associated with in increased likelihood of early 
sexual activity and teenage pregnancy (68,141).^^ 
The causal relationships between poverty and in- 
creased levels of teenage pregnancy arc not well 
understood. There is some evidence that adolescents 
from socioeconomically disadvantaged families tend 
to initiauj sexual activity at an earlier age than 
adolescents from nondisadvantaged families (149a). 
There is also some evidence that adolescents from 
poor families may be less likely than adolescents 
from other families to use some form of contracep- 
tion at first intercowse (84) or to continue using 
contraception (52). '^oor adolescents who become 
pregnant are less likely to have an abortion and less 
likely to give their child up for adoption than 
adolescents from less disadvantaged backgrounds 
(149a). 

There is little information available about the 
relationships between social class and income dif- 
ferences and the use of alcohol, illegal drugs, or 
tobacco.^ There is some evidence from one longitu- 
dinal study, however, that amount of available 
spending money and family income are positively 
related to substance use, presumably because ado- 
lescents with more economic resources arc more 
able to purchase alcohol or drugs. However, another 
study found that working cla^s adolescents were 
more MVely to use hard drugs, but this difference by 
family income was found for only 1 year of the 
longitudinal surve) (51). Yet another study found 
that lower income adolescents are more likely to 
smoke cigarettes than adolescents from families 
with higher incomes (55). 

A number of researchers have found no relation 
between social class and self-reported delinquency 



(e.g., 81,269), but others have found that poorer 
adolescents are more likely than those of higher 
incomes to commit serious crimes.^^ 

Access to Health Services by Poor Adolescents 

Patterns of Healtti Care Utilization 
by Poor Adolescents 

Although data on the patterns of health care 
utilization among poor adolescents in this country 
are scarce* these patterns appear to differ from the 
patterns among nonpoor adolescents (157), The 
1983 and 1984 National Health Interview Surveys 
found that even though adolescents in the lowest 
income families are reported to be in poorer health 
than other adolescents, they are somewhat more 
likely than nonpoor adolescents to wait 2 or more 
years between physician contacts (157). On average, 
poor adolescents waited 2 years between physician 
visits and nonpoor adolescents waited 1.8 years 
(157). Furthermore, poor adolescents whose ;* :tivi* 
ties are limited by chronic health problems are 
reported to have significantly fewer physician visits 
(5.3 visit*: per person per year) than nonpoor 
adolescents whose activities are similarly limited 
(7.3 physician visits per person per year) (157). 

Interestingly, the 1988 National Health Interview 
Survey foimd that rJ.olesccnts ages 10 to 18 in 
families with incomes under $10,(XX) had more 
hospital stays reported than adolescents in families 
with higher incomes. As shown in table 18-3, even 
when hospital stays for deliveries are excluded, poor 
adolescents in families with incomes under $ 10,000 
had more hospital stays than other adolescents. TTiis 
finding suggests that when poor adolescents do 
fir/.ally seek care, their health problems may be more 
severe, but alternative explanations arc possible 
(238). 

Barriers to Access for Poor Adolescents 

Lack of money is a major barrier to access to 
health services for poor adolescents. For some 
adolescents, including poor ones, the effect of lack 
of money on having access to services is attenuated 
by health insurance. As discussed elsewhere in this 
report, however, significant numbers of U,S. adoles- 



^iPof a gcncnU disciusioD of pregnancy among ddolesccnts, set ch. 10. "Pregnancy and Parenting: Prevcntioo and Services,* ' m Vol. 

^or a gaicral discwion of the use of alcohol, illegal drugs, and tobacco amopg adolescents, see ch. 12, '*A]cohol« Ibbocco, and Drug Abuse: 
PreventioD and Services/* in Vol. 0. 

^Data on delinquency and stitdies examining the reUtionshij^ ^ ;tween family income and delinquency are discussed in ch 13, "Delinquency: 
Prevention and Services/* in Vol 0. 
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Table 18-3— Reported Number of Hospital Discharges 
Among U.S. Adolescents Ages 10 to 18, 
by Family Income, 1988* 



Reported number of hospital 
discharges per 100 persons" 

All causes Excludir>g deliveries 



Un0ef $10,000 



All mes (10 to 18) 


6,9 


4.7 


10 to 14 years 


• 


• 


15 to 18 years 


10.6 


6.3 


$10,000 to $19,999 






Ail e^s (10 to 18) 


6.1 


4.2 


10 to 14 years 


• 


» 


15 to 18 years 


10.7 


6.5 


$20,000 to $34,999 






All ^s (10 to 18) 


4.0 


3.6 


10 to 14 years 


3.6 


3.5 


15 to 18 years 


4.5 


3.8 


$35,000 or mors 






All ^s (10 to 18) 


3.4 


3.2 


10 to 14 years 


1.7 


1.7 


15 to 18 years 


5.3 


5.0 



*Data ar« from th« National H«alth Irrt«rv1«w Survoy. a natk>rtwid» sample 
turvay tha dvttian noninstitutiorMilizad population In vvhich paraonal 
houaahokj kitarviaws ara uaad k> ooUact data on damographic oharactaris- 
tica, llloaaaaa, injurtaa, utilization of haalth raaouroat, and o(h«r haalth 
topica, Tha National Haalth Intarviavy Survay daflnaa a hoapital dlacharga 
a* any oontinuoua atay of a night or mora in a hoapital aa an inpatiant. Tha 
diachargas shown In this tabla ara dlsohargaa from ahort-a(ay hospitals 
(i.a., hospitals or hospital dapartmants in which tha typa of sarvica 
provkiad Is ganarai; matamity; aya, aar, noaa, and throat: childran's; or 
ostaopathic). 

^thas mar1<ad wfth an astarisk did not maat tha raquisito standard for 
raliabihty, 

SOURCE: U.S. Dapartn^ant of l-i«aith and Human Sarvioas, Public Haa(th 
Sarvicas, Cantars '^r Disaasa Control, National Cantar for 
Haaith Statistics, unpubliahad data from tha 19S8 National 
Haalth Intarviow Survay, Hyattsvilta, MD, 1989. 



cents are without private or public health insurance, 
and adolescents in poor or near-poor families are 
much more likely to lack health insurance than 
others.^ In 1988, about one-third of the 5.3 million 
U.S. adolescents living in poor families — or about 
1 .7 million adolescents — did not have health insur- 
ance coverage (107). That year, an additional 
932,000 adolescents in near*poor families were also 
without coverage (107). 

As discussed elsewhere in this report, adolescents 
who have health insurance coverage, whether pri- 
vate or public, do not always have access to the 



services they nccd*^ Private health insurers often 
place restrictions on the services most likely to be 
needed by adolescents (e.g., mental health care, 
substance abuse treatment, maternity care and re- 
lated services, preventive services, services pro- 
vided by nonphysician providers, and dental care). 
Even if appropriate benefits are available, adoles- 
cents who are concerned about confidentiality may 
be reluctant to seek care from providers if their 
private health plan requires parents to submit a claim 
for reimbursement (as most do). The services offered 
to eUgible adolescents by Medicaid vary widely by 
State. 

Distance from service sites and lack of access to 
transportation — either because good pubhc trans- 
portation is unavailable or because available trans* 
portation is costly — are also potentially important 
barriers to seeking care for people who are econom- 
ically disadvantaged. In addition, certain types of 
services, such as mental health services, may be less 
available in poor areas (34). Although data specific 
to adolescents are generally lacking, it seems 
reasonable to assume that these concerns are also 
important barriers to service for poor adolescents. 

Services and Interventions To increase Access to 
Health Senrices Among Poor Adolescents 

\^ous approaches have been developed to 
address the health-related needs of adolescents 
living in poverty. Apart from Medicaid and other 
Federal programs for low-income people discussed 
in the next section of this chapter, there have been 
some attempts to make health and related services 
more accessible to adolescents living in poverty by 
providing affordable, comprehensiv services in 
commimity-based settings.^ 

As discussed elsewhere in this report, a national 
demonstration project funded for 4 years beginning 
in 1982 by the Robert Wood Johnson Foundation 
enabled 20 teaching hospitals to work in concert 
with 54 community-based agencies to implement 
programs cf community -based, comprehensive serv- 
ices for young people in inner-city communities 



^For a discussion of the number of poor and other adolescents without health insurance, sec cb. 16. "Financial Access to Health Services, " ui this 
volume. 

2^Thc barriers to uiibzation of services by adolescents with health insurance coverage arc discussed in ch. 16. * Ttnancial Access to Health Services," 
in this volunie. 

^Additional tnfonnation on efforts to deliver comprehensive health and related services to adolcatccuts is presented ch. 15, 'Major Issues Pertaining 
to the Delivery of Primary and Comprehensive Health Services to Adolescents/* in this volume. 
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believed to be at high risk for serious socioeconomic 
and medical problems (49,116,187).^^ 

In the first 2 years of the comprehensive clinics' 
operation, about two-thirds (64 percent) of the 
young people who visited the clinics were ages 15 to 
19; tlic clinics were also used by young people ages 
20 to 24 (21 percent of patisnts) and ages 10 to 14 ( 15 
percent of patients) (49). Researchers found that 
adolescents attending the Robert Wood Johnson- 
funded comprehensive clinics that were specially 
geared toward adolescents were more likely to 
disclose behavioral and lifestyle problems to their 
clinical providers than adolescents attending com- 
parison sites; consequently^ larger proportions of 
adolescents attending the comprehensive clinics 
received care for such problems (49). Despite their 
better identification and treatment capabilities for 
adolescents, however, the comprehensive clinics 
were not able to effect greater improvements in 
selected health problems (including persistent de- 
pressive symptoms, unmet contraceptive needs, and 
heavy alcohol or drug use) than the comparison sites 
(49). The researchers were also disappointed in the 
ability of the comprehensive clinics to reach adoles- 
cent male clients, as adolescent males in inner cities 
are at especially high risk of problem behaviors. 

Earls and colleagues suggest three reasons for the 
failure of the Robert Wood Johnson-funded projects 
failed to demonstrate differences in health out- 
comes: 1) the followup period of 1 year may have 
been too brief; 2) lack of adolescent-specific skills 
among primary care providers (and lack of time for 
funded providers to develop specialized skills); and 
3) it may be difficult for medical clinics alone to 
make a difference in difficulties that are deeply 
embedded in the economic and social contexts from 
which some adolescents come (49). 

Recently, the Robert Wood Johnson Foundation 
began funding a longer-term project that placed 
adolescent cUnics in school settings in medically 
under served areas. This project is still underway, 
and the health outcomes for adolescents attending 
the school-linked clinics have not been evaluated. 

Several nongovernmental programs have soT^ght 
to provide poor inner-city adolescents with alterna- 



tives to poor urban street life and to enhance their life 
options. 

• The privately funded Kansas City Youthnet 
program uses extensive outreach to recmit 
young people in poor urban areas to participate 
in programs of athletics, dance, theater, and art 
instead of joining dmg gangs (89). In its first 
year, the Kansas City Youthnet program con- 
tacted some 3,(X)0 adolescents ages 13 to 16. 

• A program sponsored by the Youth Services 
Unit of the Ba3rview-Hunter*s Point Founda- 
tion provides daily counseling to 12- to 22-ycar- 
olds living in jwverty in the San Francisco area 
and experiencing difficulty in school or with 
the juvenile justice system as a result of 
involvement with dmgs (16). This program 
provides a range of additional services, includ- 
ing recreation, mutual support groups, and 
opportunities to perform court-required com- 
munity service or restitution activities. 

• The University of Illinois at Chicago sponsored 
a workshop on medical careers for inner-city 
teens designed to encourage students to ignore 
negative messages, and pursue positive options 
(181). Students were introduced to black medi- 
cal students who had grown up in poverty, 
given tours of the medical school, and provided 
with advice about how to prepare for college. 

Unfortunately, none of these programs for poor 
inner-city adolescents has been systematically eval- 
uated. 

Major Federal Programs Pertaining to 
Poor Adolescents 

In 1989, OTA held a workshop on the Federal role 
in adolescent health and conducted a survey of 
numerous Federal agencies thought to be involved in 
adolescent health. As discussed in the next chsq^ter 
of this Report, many Federal agencies have pro- 
grams that arc relevant to U.S. adolescents, but it is 
almost in^ssible to get a finn sense of the impact 
of Federal programs on adolescents' lives.^ Few 
Federal agencies were able to break out amounts 
budgeted specifically for adolescents, and OTA 
found both overlap and fragmentation in the overall 
Federal approach to adolescent health issues. The 



^Tbe evaluation of the Robert Wood Johnson Foundation program for higfa-riik young people and its support of SLHCs is descnbe«£ in more detail 
in ch \5, ** Major Issues Pertaining to the Delivery of Pnmary and Comprebcosivc Health Services to Adolescents.* * in this vohime. 

^llie ft0dings of the OTA survey ol Federal agencies thought to be involved in adolescent healdi is described in ch. 1 9/ ' The Role of PedervJ Agencies 
in Adolescent Health,** in this volume. 
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Federal agencies surveyed by OTA were not asked 
to disaggregate program information as it applied to 
adolescents of differing socioeconomic levels. Their 
general inability to provide adolescent-specific in- 
fomiation, however, makes it doubtful that they 
would have been able to provide adolescent-specific 
information by income level. 

V^ous programs of DHHS and other Federal 
agencies that are intended to help low-income 
persons are described below to provide a rough sense 
of the Federal approach to the issues affecting poor 
and near-poor adolescents.^ Unfortunately, the 
description or programs below provides little sensv 
of the actual impact of Federal programs on the hves 
of individual adolescents living in poor and near- 
poor families. One way to get a sense of that would 
be to conduct an interview survey of poor adoles- 
cents in which their use of federally funded pro- 
grams could be assessed in relation to their needs. 

ACTION 

ACTION administers several Federal domestic 
volunteer service programs that provide human 
services to disadvantaged, poor, and elderly Ameri- 
cans, action's Office of Domestic Operations 
sponsors a number of efforts that affect adolescents. 
In fiscal year 1988, there were 469,000 ACTION 
volunteers, and ACTION had a budget of about $ 1 63 
million (1). With this budget, ACTION supported 
the Retired Senior Volunteer Program ($30.6 mil- 
lion), the Foster Grandparent Program ($57.4 mil- 
lion), the Senior Companion Program ($23.1 mil* 
lion), Volunteers in Service to America, the Student 
Commtmity Service Program, Citizen Participation 
Program and the Program Demonstration and Devel- 
opment Division (1). Although ACTION'S budget is 
not broken down in a format that separated expendi- 
tures, the agency estimates that its fiscal year 1990 
budget request for adolescents was about $16 
million (5). 

The Retired Senior Volunteer Program provides 
opportunities for retired persons age 60 and over to 
serve as volunteers in schools, museums, libraries, 
hospices, and a range of other public and private 
nonprofit organizations (1). In 1988, there were 
about 750 projects involving about 400,000 volun- 
teers. Information on the number of adolescents 
served by these projects is not available. However, 



some of the projects emphasize substance abuse 
prevention and intergenerational assistance. 

The Foster Grandparent Program provides direct 
benefits (e.g., stipend, transportation, meal assist- 
ance, annual physical examination) to low-income 
individuals ages 60 and over who work 20 hours a 
week with children and adolescents who have 
special needs (1). In fiscal year 1988, the Foster 
Grandparent Program sponsored 252 projects (1). 
That year, the program served about 70,000 young 
people, including about 25^500 ages 6 through 12 
and 15,400 ages 13 through 20 (2). Typically, the 
youth served by the program are at risk of drug or 
alcohol use, are in the delirquent detention system, 
are pregnant or parendng, or are mentally, physi- 
cally, or emotionally disabled (1). 

The VISTA program tries to help low-income 
people become self-sufficient by supporting projects 
sponsored by local public and private nonprofit 
organizations ( 1 ). In fiscal year 1 988, there were 612 
VISTA projects and 5,048 VISTA volunteers (1), 
That year, 244 VISTA projects focused on youth. As 
of August 31, 1989, 15 VISTA projects involving 66 
volunteers were focusing on juvenile health, includ- 
ing the prevention of adolescent pregnancy, sub- 
stance abuse, suicide, and violence (5). 

The Student Community Service Program, a 
program begun in 1987, funds projects that enable 
high school and college student to work as volim- 
teers to help eliminate poverty -related problems. As 
of October 1, 1989, ACTION was funding 121 
Student Community Service Projects (3,4). For 
fiscal year 1990, the estimated budget for the 
Student Community Service Program was $893,0(X) 
(24). In 1988, an estimated 28,000 students provided 
more than 850,000 hours of community service in 
various settings, such as Head Start progranfis, 
juvenile diversion programs, shehers, and soup 
kitchens (1). 

ACTION'S Program Demonstration and Devel- 
opment Division was created, in part, to award 
demonstration grants to organizations that have the 
potential to generate volunteer activity within a 
conunxmity and have the ability to serve as a model 
for other organizations. In fiscal year 1988, the 
Division awarded $2.6 million in demonstration and 
other grants for 79 projects (1). Thirteen granfs 



^^Many, if not most. Federal healtit^-related programs for adolescents arc probably directed to or have an emphasis on low-income adolescents. This 
approach is consistent with the Federal emphasis on providing a * 'safety net' ' for tliosc who are tl^ most disadvantaged in this country (c.g„ 180), 
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supported projects using volunteers to establish 
illicit drug use prevention networks cither statewide 
or in low-income communities. Three grants sup- 
ported efforts to alleviate problems faced by at-risk 
youth (e.g., youth in foster care). One supported a 
network to place low-income youth with volunteer 
mentors. 

The role of ACTION, and other Federal and local 
agencies, in promoting youth service opportunities 
for adolescents should be expanded by passage of 
the National and Community Service Act of 1990 
(Public Law 101-610). The legislation emphasized 
opportunities for disadvantaged children, adoles- 
cents, and young adults. 

U.S. Department of Health and Human Services 

Each of the following foiu" major components of 
DHHS has programs relevant to low-income popula- 
tions: 

• the Family Support Administration (FSA), 

• the Health Care Finandng AdministraiiOT (HCFa), 

• the Office of Human Development Services 
(OHDS), and 

• the PubUc Health Service (PHS).^<^ 

Family Support Administration (FSA) — FSA 
in DHHS administers various programs intended to 
strengthen the American family, especially low- 
income families (213), According to FSA, the major 
thrust of its efforts is to prevent chronic welfare 
dependency through the provision of support serv- 
ices (212). 

FSA's Office of Family Assistance administers 
the Aid to Families With Dependent Children 
(AFDC) program and the Job Opporttinities and 
Basic Skills Training (JOBS) program. AFDC\ 
which is funded jointly by the Federal and State 
governments, is the largest cash assistance program 
serving needy families with children (215). Under 
Title rV-A of the Social Security Act, AFDC funds 
are made available to States to maintain and 
strengthen family life by providing fmancial assist- 
ance and care to needy dependent children in their 
homes or the homes of caretakers relatives. AFDC 
has a twofold statutory mission: 1) to assist families 



widi dependent children meet an immediate finan- 
cial need; and 2) to help parents in these families 
become self-sufficient (213), AFDC programs are 
administered by the States, and States have wide 
latitude in deciding how their AFDC programs arc to 
be organized and administered, who is eligible for 
aid, and how much aid eligible persons receive 
(215). In fiscal year 1987, 33 percent (2.5 million 
children) of the child recipients were ages 10 
through 18 (215). Another 121,000 adolescents (85 
percent of whom where females) received AFDC 
benefits as heads of household (215). 

Under the Family Support Act of 1988 (Public 
Law 100-485), States can begin to replace their 
AFDC programs with a comprehensive education, 
job training, and woric experience program known as 
the JOBS program (213). The JOBS program is 
designed to provide AFDC families the opportunity 
to take part in education, job training, and work 
experience programs that will help them avoid 
long-term dependence on public assistance pro- 
grams. Young mothers with children over age 3 with 
child care services and out-of-school youth ages 16 
and over in AFDC homes are expected to participate 
(212), All States were required to have a JOBS 
program by October 1, 1990 (213). As discussed 
elsewhere in this Report, the JOBS program, if 
well-implemented, could have a substantial impact 
on adolescent parents.^ ^ 

FSA's Office of Child Support Enforcement 
supports State efforts to enforce support obligations 
owed by absent parents to their children (213). 
Under the Child Support Enforcement Program, 
established in 1975 as part D of title IV of the Social 
Security Act, States and territories provide direct 
services to individuals and families to enable them 
to collect child support from absent parents (214). 
FSA's Office of Child Support Enforcement helps 
States to develop, manage, and operate their pro- 
grams, and the Federal Government shoulders the 
preponderant share of administrative costs of the 
program ($745 million (70 percent of the total) in 
fiscal year 1987 [214]). An estimated 8,8 million 
mothers rearing children alone could potentially 
benefit from these services, but the number of 



»to recognition of existing Federal fragmentation in attempts to assis: poor families, the DHHS recently announced a rcorganizaiion of several DHHS 
programs for children and families (225 ). The reorganization was nol complete as this Report wm? to press. The programs intended to be affected included 
the Family Support Administiation, the Office of Human Development Services, and the maternal and child health block grants program in the Bmm 
of Maternal and Child Health (HRSA) (225). Medicaid and programs outside DHHS would not be affected by the reorganization. 

3*Sec ch. 10. "Pregnancy and Parenting: Prevention and Services/* in Vol n. 
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adolescents potentially affected is unknown. In 
fiscal year 1987, $3.9 billion in child support was 
collected and $278.5 million was returned to AFDC 
families, the net amount returned to families with 
adolescent children is not available. Another $2.5 
billion was collected on behalf of non-AFDC 
families (214), but the net amount returned to 
famihes with adolescents is not available. 

FSA's Office of Community Services administers 
several programs intended to assist poor people, 
including the community services block grant. 
Though the conmiunity services block grmit, FSA 
provides annual Fedend funding to States, territo* 
ries, Indian tribes, and tribal organizations to help 
them provide a wide range of services and activities 
to local communities to assist low-income persons 
(213). Community service block grant funds are 
primarily used to meet employment, education, 
housing, income management, energy, health, and 
emergency needs of the poor (213). What portion of 
block funds goes to meet the needs of poor and 
near-poor adolescents is not known. 

FSA's Office of Community Services also admin- 
isters discretionary community service grants, low* 
income home energy assistance grants, and emer- 
gency community services for the homeless grants. 
Discretionary community service grants are made 
directly to public and private nonprofit OTganiza* 
tions for a wide range of activities, including 
economic development, rural housing, rural commu- 
nity faciUties, assistance to migrants and seasonal 
farm workers, community food and nutrition, proj- 
ects that involve innovati% e approaches to deal with 
particularly critical needs or problems of the poor, 
and recreational activities for low-uicome youth 
(213). The low-income energy assistance program 
provides Federal grants to States, territories, Indian 
tribes and tribal organizations that wish to assist 
low-income households in meeting the costs of 
home energy. The emergency community services 
homeless grant provides annual funds to States, 
territories, and federally recognized Indian tribes to 
provide comprehensive services (emergency food 
and shelter, employment and educational training. 



medical care, counseling, case management, and 
related services) to honteless individuals and fami- 
lies.^^ In part because these programs almost all 
involve grants to States and/or other entities (e.g., 
Indian tribes), the amounts expended specifically for 
adolescents axe generally not available from the 
Federal Govemment.^^ 

Health Care Financing Administration (HCFA)— 
HCFA in DHHS administers Medicaid, a Federal/ 
State program estabUshed in 1965 under Title XIX 
of the Social Security Act to increase access to 
health services for poor people (218). 

In 1988, there were about 23 million Medicaid 
recipients, including about 10 million dependent 
children under age 21, and total benefit payments 
were $51.6 biUion ($29 biUion Federal and $22.6 
biUion State moneys) (219). An estimated 4,58 
million U.S. adolescents ages 10 to 18 had Medicaid 
coverage at some point in time during fiscal year 
1988; and Federal and State Medicaid expenditures 
for these adolescents totaled approximately $3,322 
biUion (220). In 1988, HCFA estimated that adoles- 
cents made up 17.1 percent of Medicaid enrollment 
and accounted for 6.9 percent of national Medicaid 
expenditures (220).^ 

Title XIX of tiic Social Security Act requires that, 
in order to receive Federal matching funds, States 
offer a specified minimum benefit package in their 
Medicaid program. In addition to offering hospital 
inpatient aid outpatient services, physician services, 
skilled nursing ome care for adults, laboratory and 
X-ray services, nurse midwiTe seivices, family 
planning services, mml health clinic services, and 
transportation services. State Medicaid programs 
must provide early and periodic screening, diagno- 
sis, and treatment services for eligible individuals 
under age 21 (218). Under Medicaid's Early and Peri- 
odic Screening, Diagnosis, and Treatment (EPSDT) 
program, eUgible children must be screened and 
treated for vision, hearing, and dental problems; 
their growth and development must be checked; and 
they must be immumzed against infectious diseases 
(218,219). The funding of abortions under Medicaid 
is prohibited. 



^^Fedenil prog.ams for hoaiele&s adolcsc«nu are addre&se<l in c:.. 14, "Homelcftsncss: PreventioD and .Services, ** in Vol. 

^^In addition to being involved in these legislatively mandated progntmmatic efforts. FSA oversaw a panel oo itca pregnancy prevention. Materials 
developed duimg the initiative, v bich took place during the Reagan administration, weare transfened to the Ofi'ice of Adolescent Pregnancy in the Public 
Health Service. 

**For fim^ier discussion, see ch. 16, "Financial Access to Health Services,*' and npp C **HCFA*s Method 'Or Estimating National Medicaid 
Enrollment and Expcndimres for Adolescents Ages 10 Through 18/* in this volume. 
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Although the Medicaid program is funded by the 
State and Federal Governments, it is administered by 
the States. States have broad discretion in determin- 
ing, within Federal guidelines, which groups their 
Medicaid programs wiU cover and the financial 
criteria for Medicaid eligibility. States are required, 
however, to provide Medicaid coverage for most 
recipients of Federal and/or State income mainte- 
nance assistance programs, including recipients of 
AFDC, recipients of adoption assistance and foster 
care under Title IV-E of the Social Security Act. 
States are also required to cover children ages 1 
through 6 and pregnant women who meet the State's 
AFDC financial requirements, and to cover pregnant 
women (and infants to age 2) if their income is at or 
below the Federal poverty level. 

Enrollment in Medicaid appears to have a strong 
effect on the utilization of health care by poor 
adolescents, increasing their level of utilization to 
levels similar to those of nonpoor adolescents (157). 
As discussed elsewhere in tliis report, however, 
many adolescents Uving in poverty are not covered 
by Medicaid.^5 In 1988, fewer than half of U.S. 
adolescents Living in famiUes with incomes below 
the Federal poverty level were covered by Medicaid 
(107). Even among adolescents in the poorest 
families, those with incomes under half the poverty 
level, only half are covered by Medicaid. 

Furthermore, even for adolescents who arn eUgi- 
ble. Medicaid does not ensure access to health 
services. One problem is that coverage of some 
services (e.g., dental services, mental health serv- 
ices) is Umited (203). Another problem for poor 
adolescents who are eligible for Medicaid is low 
levels of physicians' participation in the Medicaid 
program (200,276). Physician participation in Med- 
icaid is particularly low among two specialties of 
importance to adolescents, gynecologists and psy- 
chiatrists (200). Other potential barriers to the 
utilization of services include adolescents* concerns 
about confidentiality.^*^ 

Office of Human Development Services (OHI)S) — 
OHDS within DHHS oversees various social and 
economic development programs for poor children 
and youth, families. Native Americans, persons 
living in rural areas, disabled people and elderly 



people (226). Like FSA, this agency sees as its major 
mission the promotion of self-sufficiency among the 
people it serves (223). In fiscal year 1988, jqjpropria- 
tions for OHDS programs were $5.2 billion (226). 
The largest a{>propriation was for social services 
block grants ($2.7 billion), followed by appropria- 
tions for the Administration for Children, Youth, 
and Families ($1.5 biUion), family social services 
($811 million)^ the Administration on E>evelopmen- 
tal Disabilities ($92.9 million), and the Administra- 
tion for Native Americans ($29.7 million). Compre- 
hensive counts of OHDS services specifically for 
adolescents — thus, including low-income adoles- 
cents — cannot be readily provided. It is likely, 
however, that many OHDS services provided to 
adolescents are provided to low-income adolescents. 

The social services block grant program, author- 
ized under Title XX of the Social Security Act as 
amended by the Omnibus Budget Reconciliation 
Act of 1981 (OBRA-Sl, Pubhc Law 97-35), pro- 
vides Federal assistance to States for social services 
directed at five goals: 1) achieving or maintaining 
economic self-support; 2) achieving or maintaining 
self-sufficiency; 3) preventing or remedying ne- 
glect, abuse, or exploitation of children or adults; 5) 
preventing or reducing inappropriate institutional 
care by providing for community-based care, home- 
based care or other forms of low-intensity, lower 
cost care; and 5) securing referral for institutional 
care, where appropriate (222). States and other 
jurisdictions that are eligible to receive social 
services block grant funds are given wide discretion 
in determining what services will be provided, who 
will be eligible for services, and how the funds will 
be distributed within the State (222). OBRA-81 
eliminated Federal mandates regarding priority re- 
cipients and eliminated provisions relating tc the 
targeting of services not all services to low-income 
individuals or families. There is little information on 
the use of Title XX funds by States. According to 
OHDS, however, 22 States used fiscal year 1988 
social services block grant fimds to provide indigent 
children and adults with supportive health services 
to identify health needs and services available to 
help people remain in their own homes; secure 
admission to medical institutions; assess the appro- 
priateness of institutional placements; and ensure 



^^Stt ch. 16« "Financial Access to Health Services/' in this volume, 

^Soe ch. 17, "Consent and Confidentiality io Adolescent Health Care Decisiocmakiag/' in this volume. 
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the continuity of treatment (223). The number of 
adolescents affected is unknown. 

OHDS' Administration for Children, Youth, and 
Families administers a number of prograriis relevant 
to children and adolescents (226). The Administra- 
tion's Head Start Bureau funds the Head Start 
program for low-income preschool children. The 
Administration's Family and Youth Services Bu- 
reau administers the Runaway and Homeless Youth 
Act, which seeks to address the crisis needs of 
runaway and homeless youth and their families.^^ In 
fiscal year 1988, about 340,000 young people were 
served by the 327 federally funded runaway centers 
across the country (226). Funding for the centers was 
about $22 million (226). 

The Administration's Children's Bureau adminis- 
ters provisions of the Child Abuse Prevention and 
Treatment Act and has within it the National Center 
on Child Abuse and Neglect (226). The Children's 
Bureau provides Federal support for child welfare 
services (including funds for Title IV-E foster care 
maintenance and adoption subsidies for children 
who are hard to place) and provides Independent 
Living Formula Grants to States that assist adoles- 
cents in foster care make transitions into the world 
of work (223), How many poor adolescents are 
affected is unknown. 

OHDS' Administration on Developmental Dis- 
abilAies administers the Developmental Ehsabilities 
Act and supports programs for developmentally 
disabled persons of all ages. How many poor 
adolescents are affected is unknown. 

OHDS has several special initiatives for adoles- 
cents using discretionary funds. It may be that many 
of these programs focus on adolescents who are 
already low-income or who, by reason of their own 
behaviors or life circumstances, are at risk of 
eventually becoming dependent on public assist- 
ance. In 1986, OHDS and other agencies in DHHS 
funded the Youdi Sclf-Sufficiency initiative (Youth 
2000) in concert with the U.S. Department of Labor 
and others (e.g,, the Business Roundtable). A 
public -private partnership was formed to discuss the 
needs of at-risk youth and to ensure their economic 
and social self-efficiency, and several grants were 



made to attempt to meet the multiple needs of youth 
in a comprehensive manner. 

Public Health Service (PHS)— PHS supports a 
wide variety of efforts to improve the physical and 
mental health of Americans. At least two PHS 
agencies administer programs that are specifically 
intended to help poor people: 

• the Health Resources and Services Administra- 
tion (HRSA), and 

• the Office of the Assistant Secretary of Health 
(OASH). 

The Health Resources and Services Adminis- 
tration (HRSA) — HRSA oversees a number of pro- 
grams of general health services and resources issues 
relating to access> equity, quality, and cost of care. 

HRSA*s Bureau of Health Care Delivery and 
Assistance supports States and communities in their 
efforts to f an, organize, and deliver health services 
to medically underserved populations and to special 
populations at risk (e.g., underserved pregnant 
women and children, homeless people). The Bu- 
reau's Division of Primary Care supports the provi- 
sion of primary health care services to low-income 
persons by providing Federal funds for community 
and migrant health centers (about $426 million in 
fiscal year 1988) (422). The Bureau*s Division of 
Special Populations Program Development provides 
Federal grants to organizations to provide health 
care for the homeless programs ($60 million in fiscal 
year 1988), comprehensive perinatal care programs 
for low'income pregnant women and children ($20 
million in fiscal year 1988), and other services (242). 
Specific fimding for adolescent health initiatives is 
not available. On the basis of the average number of 
adolescent visits to community health centers (CHCs) 
and migrant health centers, however, the Bureau of 
Health Care Delivery and Assistance estimates that 
it spent about $33 million on medical care for 
adolescents in 1988 (242). 

CHCs provide primary health care services (in- 
cluding primary n^ical care and ancillary services 
such as laboratory test and X-ray services, plus 
preventive dental services and family planning 
services) to medically underserved, disadvantaged 
populations (241).^^ CHCs are located in areas of the 



^''Scc ch, 14, "Homelessness: Prevention and Sci vices,** in Vol. n icn discussion of romiway and hooicless youth centers funded under this act. 

3*OBRA-8 1 (PuWic Law 96-35) established a primiiry care block grant progiam, and States v/crc given the option to receive block grant funds for 
CHCs or to administer CHCs under section 330 of the Public Health Service Act 
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country where there are financial ana/or geographic 
barriers to primary care for a substantial part of the 
population; they arc staffed by personnel on assign* 
ment from the National Health Service Corps. About 
6 million individuals receive services at CHCs 
annually (241). Migrant health centers provide 
comprehensive primary health care to migrant and 
seasonal farmworkers. The centers are located in 
over 300 rural areas in 35 States and Puerto Rico and 
ser\'e about 450,000 migrant and seasonal farm- 
workers (about 15 percent of the ntigrant and 
seasonal farmworker population) aiinually (242). In 
1989, according to the Bureau of Health Care 
Delivery and Assistance, 814,000 adolescents re- 
ceived medical care in community and migrant 
health centers; of these adolescents, 117,000 fe- 
males ages 10 to 14 received family planning 
services (242). At least 121,000 adolescents re- 
ceived dental care iri these centers in 1989 (242). 

HRSA's Bureai of Maternal and Child Health 
(formerly the Office of Maternal and Child Health 
(227a)) administers the maternal and child health 
block grant programs authorized by Title V of the 
Social Security Act. It awards maternal and child 
health block grants to States **to assure access to 
quality maternal and child health services, espe- 
cially for those with low incomes and living in areas 
with limited availability of health services." In 
fiscal year 1988, the appropriation for the maternal 
and child health services block grant program was 
$526 million (240a). Eighty-five percent of this 
appropriation ($444.3 million) was allocated to State 
health agencies to assist them in promoting, improv- 
ing, and delivering matemal and child health serv- 
ices for children with special health needs, and 15 
percent ($82.3 million) was set aside for the Bureau 
of Maternal and Child Health to award on a 
competitive basis to support special projects of 
regional and national significance (SPRANS) which 
contribute to the health of mothers, infants, and 
children and children with special needs (240a). The 
amount specific to poor adolescents is not known. 

(^ftce of the Assistant Secretary cf Health (OASH) — 
OASH*s Office of Population Affairs carries out 



Puolic Health Service Act Title X and Title XX 
programs related to adolescent pregnancy, family 
planning, and population research. The Office of 
Population Affairs provides Title X fimds to public 
or private nonprofit organizations operating family 
planning projects for low-income individuals and 
encmu-aging family participation when possible. 
Approximately one-ttiird of all Title X money is 
specific to adolescents. As of 1989, organizations 
receiving Title X funds were prohibited from using 
the money to provide counseling and referral for 
abortion services except in medical emergencies 
(54 FR 35440-35441). In a 5-4 decision on May 23, 
1991, the U.S. Supreme Court upheld this regula- 
tion, despite the concern of some dissenting judges 
that the reguh*aon raises serious First Amendment 
[free Sf>eech] concerns.*'^ 

The Office of Population Affairs also distributes 
Public Health Service Act Title XX funds for 
adolescent family life demonstration projects. An 
average of 60 demonstration grants and seven 
research grants are funded under Title XX each year. 
Projects funded under Title XX attempt to establish 
innovative, comprehensive, and integrated health 
care services for pregnant and parenting adolescents 
under age 17. Abstinence from premarital sexual 
intercourse and adoption as an alternative to abor- 
tion are encouraged Title XX money cannot be used 
to provide abortion, abortion counseling, or abortion 
referrals, and adolescents must obtain parental 
consent before participating in any T^'le XX pro- 
gram* Title XX programs are not limited to low- 
income individuals, but Congress has suggested that 
service areas with a high proportion of low-income 
families should receive priority when grant applica- 
tions are considered (Public Health Service Act, 
Tide XX, Sec. 2005). 

U.S. Department of Agriculture 

The U.S. Depanment of Agriculture administers 
a wide range of programs related to farms, nutrition, 
food, hunger, rural development and the environ- 
ment. Several programs to make food assistance 
available to low-income people are administered by 



^^or fimhcr dUcusston of services provided to pregnant and parenting adolescents under Titles X and XX of the Public Health Service Act, see ch. 
10* * 'Pregnancy and Parenting: Prevention and Services/* tn Vol. H. 

^Justice O'Connor, «a cited in The New York Times, ''ExcerpU F'om Court Ruling Curbing Fanuly Planning Clinici/' May 24, 1991, p. A19. In 
easence, the Federal regulation upheld by the Court bars employees of federally financed family planning cUnscs from all discusston of abortion with 
their patioits; tequires them to inform any woman who inquires about abortion that * *the project does not consider abortion ah Appropriate method of 
family plamuug"; and requires a referral to prenatal care (L. Greenhouse, ' 'Five Justices Uphold U.S. Rule Curbii^ Abortion Advice/ * The New York 
Times, p. A19, May 24, 1991). 
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the Department's Food and Nutrition Service within 
the Office of the Assistant Secretary, Food and 
Consumer Services, Such programs include fhe 
Food Stamp Program, the National School Lunch 
and Breakfast Programs, and the Special Supple- 
mental Food Program for Women, Infants, and 
Children. 

The Food Stamp Program provides low-income 
individuals and families with children with noncash 
transfers that can be used only for food. For those 
participating, the program has been associated with 
significant improvements in dietary intake (197). 
According to the U.S. Department of Agriculture's 
1977-78 Nationwide Food Consumption Survey, 
however, only 1 2 percent of low-income households 
spending at the full food stamp allotment obtained 
100 percent of their recommended dietary allow- 
ances, and only a third obtained at least 80 percent 
(197), Adolescents ages 15 to 17 make up 34 percent 
of the participants in the Food Stamp Program (206). 
But all eligible adolescents may not benefit; in 1979, 
less than 60 percent of all poor households partici- 
pated in the Food Stamp Program (195). Some 
observers have suggested unpyroving nutrition for 
low-income youth by increasing food stamp benefit 
levels or making sure that people who are eligible 
receive them (71). 

The School Breakfast and School Lunch Pro- 
grams provide meals for low-income school chil<!ren 
free or at a reduced price depending on family 
incomes. An estimated 24 percent of participants in 
the School Breakfast Program and 43 percent of 
participants in the School Lunch Program are in 
grades 7 through 1 2 (206). Evaluations of these meal 
programs have shown that they have a positive effect 
on the overall caloric intake of participants (195), 
although they may have other shortcomings,"*^ Some 
observers have suggested extending the programs to 
all schools in low-income areas (71). 

The Special Supplemental Food Program for 
Women, Infants, and Children is intended to im- 
prove the health of low-income pregnant, breastfeed- 
ing, and postpartum women, infants and children up 
to their fifth birthday (206). Federal funds are used 
to purchase food packages to supplement partici- 
pants* diets and to provide nutrition education. 
Females under age 18 make up an estimated 2,8 
percent of participants in this program. 



Finally, it shoulr be noted that the Department of 
Agriculture's Extension Service has been develop* 
ing an agenda to better serve * * youth at risk' ' due to 
poverty, lack of family support, or negative peer 
pressure (205). 

U.S. Department of Labor 

The U.S, Department of Labor has responsibility 
for fostering U.S. workers' welfare, improving 
working conditions, and promoting opportunities for 
employment. The Department's Employment and 
Training Administration has responsibilities related 
to job training and supports employment and train- 
ing programs for economically disadvantaged youth 
Titles n-A and II-B and Title IV. 

Tides n-A and O-B of the 1982 Job Training 
Partnership Act authorize block grants to States. 
Under Title II* A, training services are offered 
throughout the year to economically disadvantaged 
adults and youth In program year 1989, 40 percent 
($715.1 million) of the Tide H-A budget was 
earmarked for adolescents. Title II-B establishes a 
summer employment program for low-income youth. 
Funding for Title II-B was $709.4 million for 
summer 1990 (258). 

Title IV of the Job Training Partnership Act 
authorizes the Job Coips and various other federally 
administered programs. The Job Corps provides 
employment and training in primarily residential 
centers for disadvantaged ado^s .ents and young 
adults ages 16 to 21 (259). Health care is also 
provided by Job Corps, In 1989, the U.S. Depart- 
ment of Labor provided $741.8 million for the 
centers, and there were 100,0(X) participants in the 
Job Corps. After completing the program, 66,9 
percent of the participants were placed in jobs and 
167 percent went on for further education. 

Racial and Ft!inic Minority Adolescents: 
Issues In the Delivery of Health and 
Related Services 

The U.S. population is increasingly coming to be 
made up of blacks, Hispanics, Asians, and other 
racial and ethnic minorities. By the year 2000, an 
estimated 29 to 3 1 percent of fhe new entrants into 
the U,S workforce will be from racial and ethnic 



^*Scc ch. 7. "Nutrition and Fitness Problems: Prcvcntioo and Services/' in Vol. II, 
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minority groups, a figure twice that of only a few 
years ago (66,67). Overall, 26 percent of the 
workforce — and 26 percent of the overall U.S. 
population — in 2000 is expected to be from racial 
and ethnic minority groups and the proportions of 
blacks, Hispam.^s, and other minorities (i.e., Asians) 
are expected ro c.'^mb steadily throughout the 21st 
century (67) (see fig 're 18-5). 

What are the implicit 3 of these demographic 
trends for U.S. health policymakers? Currently, 
about 30 percent of American adolescents ages 10 
through 18 are members of racial and ethnic 
minorities (211). By the year 2010, as many as 38 
percent of Americans under the age of 1 8 will belong 
to minority groups. This trend is promising in that it 
will increase the cultural diversity of the United 
States, But, as noted earlier in this chapter, about half 
of black, Hispanic, American Indian and Alaska 
Native, and one-third of Asian adolescents Uve in 
poor or near-poor families (see figure 18-3), At least 
in part because these adolescents live in poverty, and 
for other reasons which are not entirely clear, black, 
Hispanic, and American Indian adolescents are at 
increased risk of experiencing a range of health- 
related problems, including physical health prob- 
lems, psychosocial problems, criminal victimiza- 
tion, and teen pregnancy. If the percentage of racial 
and ethnic minority adolescents increases and the 
social economic status of racial and ethnic minority 
groups does not improve, U.S. adolescents' need for 
publicly financed health care will continue to 
grow.^^ 

Even if the socioeconomic status of racial and 
ethnic minority groups does improve, there may be 
a need for ''culturally competent'' health services 
for racial and ethnic minority adolescents. The need 
for culturally sensitive and locally appropriate 
health services has recently become an increasingly 
common topic of discussion (e.g., 44,86,185), Ques- 
tions that have arisen include the following: Are 
there alternatives to mainstream health care in the 
United States that are used within particular cul- 
tures? Do cultural factors affect some populations' 
willingness to use certain types of services (e.g., 
mental health services)? Are there certain cultural 
norms, strengths, or tiaditions (e g., strong, tradi- 
tional families or church involvement) that * 'pro- 
tect" individuals in certain groups from health 
risks? Are there genetic, cultural, or historic factors 



Figure 18-&— Pro}ected Changes in the Racial and 
Ethnic Makeup of the U.S. Population, 
All Ages, 1982 to 2080 
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SOURCE: OfficeofTechrwIogy Assessment, 1991. based on U.S. Depart- 
ment of Commeroe, Bureau of Census, Projections of the 
Hivpmnic Pop(^atfon: 1963 to 2080, Current Population Reports, 
Populafk>n Eatimates and Projections, Series P-25. No. 995 
(Washington, DC: U.S. Government Printing Office. 1986). 

that put individuals at risk for health problems? Does 
the mainstream health care system have certain 
characteristics that make it less accessible to or less 
effective for certain population groups? What culture- 
specific innovations in service delivery have been 
found to be effective in addressing the health needs 
of certain groups? 

Data on the utilization of health services by racial 
and ethnic minority adolescents are limited, but 
existing data suggest that racial and ethnic minority 
adolescents confront not only economic barriers but 
also cultural barriers to access. Minority providers 
and providers trained in cultural awareness are few. 
Some of the cultural traditions and institutions of 
different racial and ethnic riiiiority groups — strong 
family and community ties, for example — may turn 
out to be resources which programs that provide 
health and health-related services can capitalize to 
provide effective services. 

The focus of the discussion that follows is on the 
dehvery of health and related services to five 
categories of racial and ethnic minority adolescents 
in which Congress expressed particular interest: 

• black adolescents, 

• Hispanic adolescents, 

• Asian adolescents. 



^^OTA knows of no adolescent population projections base4 on socioeconomic status, 
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• American Indian and Alaska Native adoles- 
cents, and 

• Native Hawaiian adolescents,"^^ 

The health and other effects of belonging to a 
racial or ethnic minority group have not been fully 
investigated. It is imf>ortant to note, however, that 
racial and ethnic minorities and American Indians 
have been the target of much racism and discrimina- 
tion in this country (71,185,191), Although civil 
rights legislation in the 1960s legally removed racial 
barriers in access to voting and public accommoda- 
tions, discrimination in many aspects of American 
life remains (58), Blacks, the largest minority group 
in the United States, were defined as subordinate and 
inferior to whites by a racial caste system introduced 
by slavery (71,72), Asians were legally prohibited 
from immigrating to the United States by the 
Chinese Exclusion Act of 1882 and the Oriental 
Exclusion Act in 1924 that banned all immigration 
to the United States from A<ia. The internment of 
Japanese families during World War 11 targeted 
Japanese Americans for separation from the larger 
society (148), Throughout the Nation*$ history. 
Federal Government policies undermined American 
Indian cultures (199), Native languages were prohib* 
ited from being taught in schools, religious ceremo- 
nies and traditional practices were discouraged, and 
populations were relocated. The impact of the loss of 
c\ Iture faced by many Indians has been cited as a 
chief contributor to many of the health and social 
problems confronting fhe American Indian popula- 
tion today* 

Recent immigrants to this country may have 
problems related to their immigration experience. 
The immigration experience sometimes exposes 
individuals to special risks that may cause or 
exacerbate health and mental health problems. Many 
immigrants from Southeast Asia, for example, left 
Vietnam, Laos, and Cambodia under extremely 
adverse and dangerous circumstances; the experi- 
ence of having been physically and sexually as* 
saulted by sea nirates is not uncommon among 
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Adolescence is a crucial period for identity fornrMtion, 
and an indivkluars racial or ethnic minority status 
takes on a new importance during adotesoerice. 

adolescent refugees escaping from these war-torn 
countries (20,62). Many adolescent refugees from 
Central America left co escape from the horrors of 
war and economic privation and separated from their 
families (260). These recent immigrants may have 
language and other difficulties adjusti ^ to Ameri- 
can culture. 

Adolescence is a crucial period for identity 
fomiation (185), As pointed out by Spencer and 



^^Thc attribution of r*c« or ethnicity it sometimeg intber arbitrary. For example, many * * blacks* * have white anceators, Hispanic people can have white 
or black ance&tiy. and American lodi^ also have black or white aticeston \}nt of these limited categorie}* obscures the divcnity found within 

minority groups (266). Tferminology jy also change over time. For example, some black Americans are coming to prefer the designation 
"African- American'* over * 'black." The term "African- American'* could, for example, be used to distinguish some tndividoals who arc US. citizens 
from some recent immignmts from Africa aod the Caribbean. Because the term ' ' Uack* ' is still used by the Federal Govenimcnt to collect and calculate 
population, health, and other statistics* and because potemial distinchons amotig "African- Americans" and other "blacks'* is as yet not clear, the term 
"black" has also been used in this Rqx»t. Finally* it is important to note that, in terms of Federal health policy, Amoican Indians have a somewhat 
different relationship with the Federal Govenmient than do other racial or ethnic minorities. In large part, Indian tribes function as ' 'domestic dqxndoit 
nations,'* and the U.S. Supreme Court has ruled that special programs for the beoeftt of Indians are not racial in nature bill based on a unique pobtical 
relationship between Indian tribes and the Federal Government (Morton v, Mancah, 417 U.S. 535 [1974]; see 199). 
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Dombusch in their review entitled ''Challenges in 
Studying Minority Youth/' an individual's racial or 
ethnic minority status takes on a new importance 
during adolescence (185): 

The adolescent's awareness of minority status is 
qualitatively different from that of the child. Vciy 
young children often think of their race. . .as muta- 
ble, something that may change as they grow. . , 

In contrast to young children, adolescents have the 
ability to interpret cuhural knowledge, to reflect on 
the past, and to speculate about the future. With 
cognitive maturity, minority adolescents are keenly 
awaie of the evaluations of their group made by the 
majority culture. . . 

The minority adolescent's awareness of. . .[the 
majority culture's] negative appraisals [of the minor- 
ity group], of conflicting values, and of restricted 
occupational opportunities can affect life choices 
and the strategies selected for negotiating a Ufe course. 

It is particularly important to recognize that racial 
and ethnic minority adolescents may be faced with 
**negotiat[ing] a balance between two value sys- 
tems: that of their own group and that of the 
majority" (185). Some racial and ethnic minority 
adolescents may perceive that adhering to the values 
of the ''mainstream culture" is essential to achiev- 
ing success m that culture but may regard such 
adherence as forcing them to reject their own ethnic 
identity (185). Members of minority groups who 
reject their own culture for that of the "mainstream 
culture'' are sometimes characterized pejoratively 
by other members of their minority group (e.g., 
blacks who "act vhite" may be called "Oreos"; 
American Indians vho "act white" may be called 
"Apples"; Asians who "act white" may be called 
"Bananas"; Hispanics who "act white" may be 
called "Coconuts"). Some minority adolescents 
may be faced with conflicting role models; others 
(e.g., some young black males in the inner city), with 
a lack of role models (185). Some minority females 
come to devalue their own appearance (185). 

According to Spencer and Dombusch, "Even 
when they have a positive personal identity. . . , 
minority adolescents may develop ambivalent or 
negative attitudes towards their own group'' (185). 

Of the strategies for dealing with cultural conflict 
(alienation, separation, assimilation, and bicultural- 
ism), the ability to develop "bicultural compe- 
tence" appears to offer some advantages (185). 
Biculturally competent individuals would have the 



Figure l8-6~Race/Ethnicity of U.S. Adolescents 
Ages 10 to 18, 1987 

Total population ages 10 to 18 • 31 million 



White, non-^HIspanic 
(22.01 million) / 
71% 



Other 
(124 million) 
/ ^ 4% 

Hispanic 
(3.1 million) 
10% 




Black. non-Hispanic 
(4.65 million) 
15% 



SOURCE: Office of T«chnok>9y Asft«ssm«m. 1991 , baMd on R. Kronick, 
Adjunct Praf*ft3or» UnivArsity of CaHtornia» San Di*go, OA. 
calculations based on U.S. Department of Commerce, Bureau 
of the Census. March 1968 Current Population Survey public 
use fries, 1909. 



norms of both majority and minority groups avail- 
able to them; tlie standard to be used would depend 
on the situation (185). A requirement to develop a 
bicnltural identity suggests that minority individuals 
bear an extra load during the cribcal develofnnental 
period of adolescence. 

There is some evidence that racial and ethnic 
minority adolescents today see themselves and their 
opportunities differently from white adolescents. In 
a survey of adolescents in grades 7 through 12 in 
Miimesota* minority adolescents reported worrying 
more than white adolescents about their future job 
prospects and their current economic condition; they 
were also significantly more likely to report being 
worried about being treated unfairly because of their 
race (176). 

Overview of the Number of Racial and 
Ettinic H/linority Adolescents 

As noted above, according to data from the U.S. 
Department of Commerce, Bureau of the Census, 
adolescents who are not ** white, non-Hispanic*' 
made up about 30 percent of the country 's 3 1 million 
adolescents in ages 10 through 18 in 1987. As shown 
in figure 1 8-6, non-Hispanic black adolescents made 
up 15 percent of the population of 10- to 18-ycar* 
olds; Hispanic adolescents (both black and white) 
made up about 10 percent of the adolescent popula- 
tion; and other adolescents (including Asians) made 
up 4 percent of the adolescent population (107). 

The percentage of U.S. adolescents who aie not 
* 'white, non-Hispanic* ' is growing and in a growing 
number of cities, localities, schools, and regions of 
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Figure 18-7— Projected Changes In the Racial and 
Ethnic Makeup of the U,S. Population Under Age 18, 
1982 to 2080 

Percent of the total population, projected 
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SOURCE. U S, Department of Commerce. Bureau of the Census, Projec- 
tions ofth0 Hispanic Poput&tion: 1983 to 20S0, Current Popula- 
tion Reports, Population Estimates and Projections, Series 
P'25. No, 995 (Washington. EX): U.S Government Printing 
Office. January 1986). 

the country, those who are not '*\yhite, non- 
Hljpanic*' are numerically doniinant. By the year 
2010, as many as 38 percent of Ameiicans under the 
age of 1 8 will belong to minority groups (see figure 
1 8-7). By the year 2000, Hispanics are expected to 
be the largest minority group as a result of their high 
rates of fertihty and immigration (73,267 ,208). 

Health Status of Racial and Ethnic 
Minority Adolescents 

Limitations of Data and Research on the Health of 
Racial and Ethnic Minority Adolescents 

Data and research on the health status and health 
care utilization patterns of racial and ethnic minority 
adolescents have several limiti lions. Data on births 
and deaths in the United States are collected from the 
Slates by the National Center for Health Statistics. 
The National Center for Health Statistics publishes 
death rates for 72 causes by race (white, black, all 
other) by 5-year age groups (including 10 to 14 and 
1 5 to 1 9), but data on deaths for adolescents in many 
ethnic groups is not readily available. Historically, 
national health and healtli services utilization sur- 
veys sponsored by tJ e National Center for Health 



Statistics, such as the National Ambulatory Medical 
Care Survey and the National Health Interview 
Survey, have provided little reliable data on the 
health status or health care utilization pattems of 
adolescents from racial and ethnic minority groups. 
Data on certain subgroups of minorities, such as 
refugee adolescents, the largest portion of whom 
come from Southeast Asia, are nearly nonexistent 
(20,118,21(3). Even when race or ethnicity are 
considered as variables in research, cultiir;, which is 
sometimes but not always related tO rcte or edmic- 
ity,^ is rarely considered as a variable (44,131). 

Information about specific health concerns of 
racial and ethnic minority adolescents is greatly 
limited by a paucity of reliable, population-based 
data (21,175). Much of the information available 
about cultural beliefs and practices of different racial 
and ethnic minority groups is based on data gathered 
on adult populations. Little is actually known about 
the beUef s and practices of adolescents in particular. 
EspeciaUy in the case of recent immigrant families, 
the beliefs of adolescent members may differ sub- 
stantially from the beliefs of their parents ;ind 
grandparents. 

Until recently, research on the health- related 
beliefs and practices of black adolescents has 
generally been conducted on black adolescents 
living in urban settings, usually in poverty ''e.g., 
24a,30,3 1,63, 173). It is questionable wh^ *^^r the 
findings from such research are applicable to the 
many black adolescents who do not live in central 
cities and/or are not pooi ."^^ According to a recent 
review by Spencer and Dombusch, the social 
science research base on American minority adoles- 
cents has broadened somewhat to include some 
suburban and rural black adolescents, well- 
functioning minority adolescents from blue-collar 
families, and economically advantaged racial and 
ethnic minority adolescents (185). Overall, how- 
ever, the available research base on racial and ethnic 
minority adolescents is thin, 

A particularly critical limitation of much avail- 
able current research is that the effects on health 
status and health care utilization of factors related to 
race or ethnicity are frequently confounded with 



^According to Cross ct aJ., culture '^impUvs the integrated pattern of human behavior thai includes thoughts, conununications. actions, customs, 
beliefs, values, and institutions of a taaaU ethnic, rrtigious, or social group" (44). 

*-^Whilc 57 percent of blacks overall live in central cities. 16 percent live in nonmctropolitan areas, and another 25 percent live in metippoliian areas, 
bin outside of central cities (209). And while about half of uiack adolescents lived in families with incomes below or near the Federal poverty level, nearly 
one-quarter live in incomes that exceeded 300 percent of the poverty level (107). 

O 
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effects related to socioeconomic status or other 
sociodemographic factors (64). When interpreting 
the results of most small-scale research studies, it is 
difficult to differentiate between the effects of race 
and ethnicity and the effects of socioeconomic status 
(131,175,185). 

In addition, biases and prejudices of the main- 
stream culture arc sometimes reflected when study- 
ing racial and ethnic minority adolescents. For 
example, theories of adolescent development (e.g., 
Erikson's dieories [53,54]) are based on white 
adolescents, and so may ignore cultural differences 
between these and black or other minority adoles- 
cents and not provide an appropriate framework for 
understanding the development of inority adoles- 
cents (160,191). Additional evidence suggests that 
there may be a tendency for some minority youth 
with problems to be referred to different service 
systems than whites. For example, black adolescents 
with behavioral problems may be more likely to be 
referred to the juvenile justice system, while white 
adolescents with behavioral problems may be more 
likely to be referred to the mental health system 
(17,44,46). 

Another important limitation of existing research 
is that most studies with ethnic and racial minorities 
have been conducted using a problem-focused 
approach that examines minority groups' dispropor- 
tionate risk of experiencing various problems, fre- 
quently using nonrepresentative samples such as 
clinical populations or adolescents in institutional 
settings (21,117,131,185). While the deficit model 
may be useful for identifying crnicai areas of need 
among minorities, it does little to explain the means 
by which many of these adolescents achieve positive 
outcomes. 

Despite the adversities tl.ey confront, many ado- 
lescents from poor or otherwise disadvantaged 
backgrounds have significant cultural and personal 
suengths that protect them from experiencing some 
problems or that could potentially attenuate their 
effects. As noted above, much of the research that 
does exist on adolescents living in poverty and on 
racial and ethnic minority adolescents has focused 
on the failures" rather than the successes. These 
failures, however, are not entirely representative. In 



order to design services that can capitalize oii 
individual and cultural strengths, it would be helpful 
to have more information about the factors associ- 
ated with positive outcomes. 

Health Problems Experienced by Racial and 
Ethnic Minority Adolescents 

Information on some of the specific types of 
problems that have been reported for black adoles- 
cents, Hispanic adolescents, Asian adolescents, 
American Indian and Alaska Native adolescents, 
and Native Hawaii adolescents is presented belo^/. 
Despite the severe Lnitations in available informa- 
tion, there is evidence that adolescents from these 
racial and ethnic minority groups are at increased 
risk of expenencing some health problems. The 
reasons are not entirely clear. Whether there are 
genetic or culuu-al factors that contribute to the 
health problems experienced by racial and ethnic 
minorities has not been fully investigated. 

In some cases, racial or ethnic minority adoles- 
cents are at reduced risk of experiencing health 
problems. For reasons that are unclear, for example, 
black adolescents appear to have lower rates of 
alcohol and illicit drug use than white adolescents 
(21,149,228), Black adolescents are also less likely 
to die from automobile crashes than white adoles- 
cents, at least in part because poor black adolescents 
and those living in iimer cities tend to have less 
access to cars,'^ Suicide rates for black adolescents, 
although increasing, are also lower than those for 
white adolescents (75,232).^^ Asian-American ado- 
lescents tend to defer involvement in sexual activity 
and to have lower rates of pregnancy than white 
adolescents (189)."*** 

Black Adolescents — As shown in figures 18-8 
and 18-9, black adolescents in this country have 
considerably higher death rates than white adoles- 
cents (238b). Among all U.S. adolescents, adoles- 
cent males ages 15 to 19 have the highest death rates. 
In 1987, the death rate for all adolescent males ages 
15 to 19 was 119.6 deaths per 1(X),0(X) population; 
the death rate for black adolescent males in this age 
group was 144.2 deaths per 1(X),000 (sec figure 
18-9), While young white males die primarily from 
accidents, young black males die primarily from 
homicide (71). In addition, black males are much 



*'*Scc ch. 5, * 'Accidental Injuries: Prevention and Services," in Vol. n for further discussion. 
^^Sec ch. 1 1, "Mental HcaJth Problems: Prevention and Services," in Vol. U for further discussion. 
<«See ch. 10, "Pregnancy and Parenting: Prevention and Services," in Vol. D for further discussion. 
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Figure 18-8— Death Rates for All Ci'iuses for 
U.S. Adolescents Ages 10 to 14, by Race and Sex, 19S 7 

Death3/100.000 population 
0 40 80 120 160 
Al! races: Both sexes 26.9 
Male pi^^34,8 



Female [.^j i8.7 



White: Both sexes 
Male 
Female 



Black: Both sexes 
Male 
Female 




Other: Both sexes tiSI^iJ 327 



Male uWB^ 43,3 
Female T '?j 21 9 

SOURCE; Office of Technology AsMSsment. 1991. based on U,S, Depart^ 
m«nt of Health and Human Servkses, Public l-lea!th SeiMce, 
Centers for Disease Control. National Center for Health Statis- 
tics, unpuUiehed 1987 mortality data, Hyattsvllle. MD. 1990. 



Figure 18-9— Death Rates for Ail Causes for 
U.S. Adolescents Ages 15 to 19, by Race and Sex, 1967 
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SOURCE: Office of Technok>gy Assessment 1991 , based on U.S. Depart- 
ment of Health and Human Services, Public Health Service, 
Centers for Disease Control. Natk>nai Center for Health Statis- 
tics, unpublished 1987 mortality data, Hyatt^vitle, MD. 1990. 



more likely to be victims of police hnitality or killed 
in confrontations with police than whites (166). 
Black adolescent males are disproportionally at risk 
for being victims of crime; they arc nearly six times 
more likely to die from homicide than white 
adolescent males (235). The risk of death from 
homicide for black males inaeases if they reside in 
high-risk neighborhoods, if they use drugs, if they 
engage in criminal behavior, and if they live in the 
North Central region. These disparities diminish 
considerably, however, when socioeconomic status 
is held constant (46).^^ 

The second leading cause of death among young 
black males is accidents. The proportion of acciden- 
tal injury deaths due to nonvehicular accidents (e.g., 
fires, drownings) is higher among black adolescents 
than among white adolescents (71). Suicide rates 
among black adolescents have traditionally been 
much lower than suicide rates among white adoles- 
cents, in spite of blacks' * 'obvious exposure to 
greater external stresses of discrimination, poverty, 
and marginal minority status in American society'' 
(71). What sociocultural factors account for this 
phenomenon are not known, although it has been 
suggested that protective factors may have been 
provided by five institutions (family, church, frater- 
nal and social organizations, community schools. 



and extended kin and social support networks) 
which characterized the traditionally segregated 
black community (71). 

Mortality rates are only oue indicator of adoles- 
cents' health status. As noted elsewhere in this 
report, a broad definition of adolescent health could 
include aspects of traditional definitions of health 
(i.e., the presence or absence of physical disease or 
disability); adolescent problem behaviors (e.g., de- 
linquency, drug use, sexual activity); positive com- 
ponents of health (e.g., social competence); health 
and well-being from the perspective of adolescents 
themselves; and social influences on health (e.g., 
families, schools, communities, policies).^ But, as 
noted earlier, reliable population-based information 
about black adolescents' health status is lacking. 
Overall, a number of analyses have shown that black 
adolescents — especially poor black adolescents liv- 
ing in central cities — appear to be at higher risk than 
white adolescents for many health problems (33,71, 
149). 

As discussed elsewhere in this report, arrest rates 
for serious offenses, particularly serious violent 
offenses, are much higher for black adolescents than 
for white adolescents, and black adolescents are 
disproportionately represented in juvenile justice 
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facilities (253,257),^* In 1987» the arrest rate for 
serious violent offenses was about six times higher 
for black adolescents than for white adolescents 
(253). One explanation for the racial disparity in 
arrest rates is that crime rates are strongly associated 
with low socioeconomic levels and urban location, 
and both of these factors impinge more profoundly 
on black youth. Statistics comparing racial groups 
do not typically control for such demogrsq^hic 
factors. A second explanation for the racial disparity 
is that blacks adolescents are more likely to be 
arrested than whites engaged in the same behavior 
(90). When self-reports of offenses are examined, 
racial disparities are much smaller than those 
typically reported in arrest statistics (51,105). A 
third explanation for the racial disparity in arrest and 
incarceration rates is that antisocial behavior m 
white adolescents is more likely to be interpreted as 
an indicator of emotional disturbance and treated as 
such, whereas black adolescents are more typically 
referred to the juvenile justice system rather than the 
mental health system (19,46), 

There are significant differences between black 
and white adolescents in sexual activity, pregnancy, 
abortion, and childbearing rates. Black adolescents, 
many of whom are from socioeconomically disad- 
vantaged famiUes, tend to initiate sexual activity at 
an earlier age, are less likely to use contraceptives, 
are more likely to experience out-of-wedlock births, 
and are less likely to have an abortion. Researchers 
disagree on the relative importance of socioeco- 
nomic status and other factors in accounting for 
these racial differences.^^ In any event, it has been 
estimated that 40 percent of all black females 
become mothers before the age of 20; nearly 90 
percent of those births are to single mothers (111 .140), 

As discussed elsewhere in this report, black 
adolescent females are at particularly high risk of 
experiencing iron-deficiency anemia (60) and obe- 
sity.^"^ 

As noted elsewhere in this report, adolescents 
who engage in sexual intercourse are at risk of 
infection with human immxinodeficiency vims (HIV) 



or other sexually transmitted diseases (STD). 
Through August 1990, black adolescents accounted 
for 36 percent of the 568 AIDS cases among U,S. 
adolescents ages 13 to 19 (236a),^ 

Hispanic Adolescents — In general, data on the 
health of Hispanic adolescents are limited (260), The 
Hispanic Health and Nutrition Examination Survey 
(HANES), a special population survey conducted in 
1982-84 by the National Center for Health Statistics 
in DHHS, found that Mexican- American adoles- 
cents may experience higher rates of obesity, in* 
creasing their risk of eventually developing Type II 
(adult-onset) diibetes (138,260), 

Higher arrest rates for drunkermess have been 
found for some Hispanic adolescents in comparison 
with white adolescents, and inhalant abuse is a 
significant problem for Mexican-American adoles- 
cents, especially those hving in inner cities (163,169), 

High school dropout rates among Hispanic ado* 
Jescents are high; as many as 45 percent of Mexican- 
American adolescents drop out in some areas 
(37,82), In 1989, 33 percent of Hispanics ages 16 to 
24 were high school dropouts (21 la),^^ 

There are few data on mental disorders among 
Hispanic adolescents (175). Nonetheless, there is 
some evidence that Mexican-American adolescents 
(but not o^her Hispanics) report higher levels of 
depression than whites or blacks (175,260), 

In 1980, the overall birth rate for Hispanic 
adolescents (all races) was about double the rate for 
non-Hispanic white adolescents and about four- 
fiftlis the rate for non-Hispanic black adolescents 
(192), Through August 1990, Hispanic adolescents 
(all races) accounted for 1 8 percent of the 568 AIDS 
cases among U.S. adolescents ages 1 3 to 19 (236a).^ 

Asian Adolescents — Information concerning the 
health status of Asian and Asian-American adoles- 
cents is quite limited. Asians and Asian-^\mericans 
tend to have diets that are high in sodium, possibly 
increasing their eventual risk of heart disease 
(35,41). In addition, because Asians may have 



^'Sce ch. 13, ' DclinqucDcy: Prc^cntioD and Services/* in Vol, II, 

"Sec ch 10. '^Pregnancy and Parenting: PrcventioD and Services/' in Vol. n for further discussion 
5'Scc ca 7, "Nutrition and Fitness Problems: Prevention and Services." in Vol. 0. 
**Scc ch. 9, "AIDS and Other Sexually Transmitted Diseases: Prevention and Services, 
^^Fot a further discussion of dropout rate«» sec ch. 4. "Schools and Disaetiooaiy Time, 
**Sec ch. 9. "AIDS and Other Sexually Transmitted Diseases: Prevention and Sovices, 



in Vol, n for further discussion, 
in Vol 0, 

in Vol. n for further discussion. 
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difficulty maintaining traditional dietary patterns 
that include sources of calcium not readily available 
in the United States, their low use of dairy products 
resuVs in low calcium intake (99,190). 

As no J earlier, a systematic national epidemio* 
logic study of mental healtli problem U.S. adoles- 
cents has not been conducted. Asian adolescent 
refugees have been found to suffer from depressive 
disorders and a delayed onset of chronic post- 
traumatic stress disorder syndrome (20). One study 
indicated that a third of Vietnamese teenage refugees 
in foster care had experienced clinical depression 
during their first 1 8 months in the United States (20). 
A study of adolescent and yoimg aoult Vietnamese 
refugees in the Philippine Refugee Processing Cen- 
ter prior to their resettlement in the United States 
indicates that adolescents (ages not specified) who 
had been in the resettlement camp longer than 3 
years scored higher on a depression measure and a 
psychological symptom checklist than those without 
camp experience (94). 

Asian refugees are also at particularly high risk of 
experiencing problems such as tuberculosis (122). 
Health examinations of 80 Indochinese (Cambo- 
dian, Victoamese, or Laotian) adolescent refugees 
ages 1 1 to 19 indicated that half had positive tests for 
tuberculosis, 38 percent had incomplete immuniza- 
tions, a third tested positive for parasites, and 14 
percent tested positive for hepatitis B (62). 

American Indian and Alaska Native Adolescents — 
A 1986 OTA report entitled Indian Health Care 
found that in almost every Indian Health Service 
area and on almost every health indicator, the health 
of American Indians is poorer than that of the U.S. 
population in general (199). 

Studies have found that, although rates vary 
across tribes, American Indian and Alaska Native 
adolescents are at increased risk, of experiencing 
mental health problems such as low self-esteem, 
alienation, depression; they also have high rates of 
suicide, alcohol and substance abuse, and running 
away from home (109,1 12,128,136,202). American 
Indian adolescents are at high risk of having been 
physically or sexually abused (202). 

Because of the high rates of alcohohsm among 
American Indians, Indian adolescents are at in- 



creased risk of having been bom with fetal alcohol 
syndrome (202) High rates of childhood otitis media 
(ear infections) lead to higher rates of hearing 
impairment (136,202). Developmental disabilities, 
such as mental retardation and learning disabilities, 
occur at higher rates in American Indian and Alaska 
Native children than in white children (159,172,202). 

Mortality due to accidental injuries among Amer- 
ican Indian adolescents is high. As discussed else- 
where in this report, American Indian adolescents 
experience death from accidental injury at nearly 
twice the rate of black or white adolescents (22).^^ 
One explanation for this is that Indian adolescents 
have high rates of drinking and driving (45). In 
addition, because many of them live in rural areas, 
Indians are less likely to have speedy access to 
trauma centers. Road and vehicle conditions have 
also been mentioned as factors contributing to 
serious injuries among Indians of all ages. 

Nutritious traditional dietary patterns of Ameri- 
can Indian communities have generally been lost 
with increasing contact with non-Indians (22). 
American Indian adolescents are more likely than 
non-Indian adolescents to be oven\'eight and to 
eventually experience and die from adult-onset 
diabetes (22). 

The prevalence of untreated dental disease among 
American Indian adolescents is high (22). In 1983* 
84, the Indian Health Service of DHHS conducted a 
service-wide study of children and found that 
overall, American Indian children have twice the 
amount of dental caries as the national average 
(248). It also found tliat by the end of adolescence, 
two out of five young American Indian patients have 
destructive periodontal disease with bone loss 

In 1986, almost a quarter of the births to Amei;.can 
Indians were to females younger than age 20; the 
adolescent fertility rate appears to be rising, al- 
though there is substantial variation across tribes 
(22). 

Native Hawaiian Adolescents— There are more 
than 200,000 persons of Hawaiian ancestry, or 
Native Hawaiians, residing in the State of Hawaii, 
and they comprise nearly 20 percent of the State's 



^Sec ch. 5. *' Accidental Injuries: Prevention and Services." in Vol. 0. 
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population (139).^* The Native Hawaiian population 
is young and growing, and the Native Hawaiian 
adolescent population in Hawaii is among the largest 
ethnic grouping. In 1986, 22 percent of the Native 
Hawaiian population (an estimated 44,000 individu- 
als) were betv/een the ages of 10 and 18, and 24 
percent were ages 9 or younger (139). While there 
are clusters of predominantly Native Hawaiian 
communities in Hawaii, the Native Hawaiian popu- 
lation of Hawaii is distributed throughout the islands 
of Hawaii (139), Native Hawaiians are more likely 
than other ethnic groups in Hawaii to be poor and are 
also more likely to receive public assistance (139). 

A number of health and related problems particu- 
larly affecting Native Hawaiians have been identi- 
fied by various surveys by the State of Hawaii 
Department of Health, although adolescent-specific 
data are scarce (139). Native Hawaiian students 
persistently perform below statewide averages on 
standardized achievement tests, and their perform- 
ance relative to other ethnic groups worsens in the 
higher grades (75a). Compared to all other State 
students, a much lower percentage of Native Hawai- 
ian students receive some college education (40 
percent versus only 20 percent) (166a). Hearing 
impairments among Native Hawaiian children, most 
likely from untreated middle ear infections, have 
been recognized as a major problem and a probable 
contributor to poor school perfomiance (139). State 
of Hawaii Health Department suA^eys find that other 
impairments can also be found at relatively high 
rates among Native Hawaiian children and adoles- 
cents ages 5 to 17 (vision, back and spine, upper- 
extremity/hip), witli only Caucasians in Hawaii 
having higlier rates overall and for most categories 
(139). Native Hawaiians have the highest rate of 
obesity among ethnic groups in Hawaii, putting 
them at higher risk of developing Type 11 diabetes 
(251). 

Native Hawaiian adolesents are more likely than 
adolescents in other ethnic groups in Hawaii to give 
birth: in 1987, 5.9 percent of total Native Hawaiian 
births were to mothers 17 or younger, compared to 



2.1 percent for all other ethnic groups combined 

(77). 

Hawaii has examined its adolescent population in 
relation to delinquent acts and found a dispropor- 
tionate incidence of arrests among Native Hawaiians 
who account for 35 percent of all arrests among 
individuals under age 18 (139), 

On the positive side, Native Hawaiian children are 
more likely than non-Native Hawaiian children to 
bve in family households (139). Among those 
family systems that build on strong Hawaiian 
traditions, common characteristics include multiple 
parenting within an 'ohana (extended family), early 
indulgence followed by a shift at 2 to 3 years of age 
to a primarily peer-directed :,ocialization experi- 
ence, socialization toward a group- and family- 
oriented values system, and learning experiences 
that emphasize modeling and mutual participation 
rather than verbal interaction. Some of the typically 
Hawaiian values (e.g., cooperation over aggressive 
individualism) are diametricaDy opposed to Western 
cultural characteristics for success in many areas 
(e.g., education, business) (139). Further, it may be 
important to note that Hawaiian concepts of health 
differ from * ' Western' ' or mainstream U,S. concepts 
( 1 39). Hawaiian cultural concepts of health are more 
holistic than Western concepts and include physical 
and spiritual states (76). There is no word, for 
example, for * 'mental** health or illness (76). This 
broader conceptualization has had an impact on the 
delivery of some prevention interventions to Native 
Hawaiian adolescents (139). However, extensive 
intermarriage with other ethnic groups has produced 
a wide variety of beliefs, childrearing patterns, and 
other practices among Native Hawaiians. 

Access to Health Services by Racial and 
Ethnic Minority Adolescents 

Patterns of Health Care Utilization by 
Racial and Ethnic Minority Aitolescents 

Information on the utilization of mainstream 
health services by racial and ethnic minority adoles- 



^Becausc of the smaU munbcsr of Native Hawaiians living elscwhc.e in the United States, and becanac ahno« aU information about Native Hawaiian 
health status and specialized health services is from sources in the State of Hawaii (139), this discussion of Native Hawaiian adolescents is limited to 
such adolescents Uving in the State of Hawaii. According to data from the U.S Census, 69 percent of aU Native Hav/aiians living in the U S Uvc in Hawaii 
(1 39). Fof purposes of this ch^ter, in Federal statutes, a^ for most analyses by the US. De^anmcnt of CoLimercc, Bureau of the Census, and the Hawaii 
State Department of Health Health Surveillance Program, a Native Hawaiian is a person of either purtiaJ or sole Hawaiian ancestry ( 1 39). However, less 
than 5 pcrccm of the Native Hawaiians are pure Hawaiians. and probably two-thiids would idcntily thcnwclvcs as primarily Native Hawaiians nuhcr 
than primarily some other ethnic ^ jup ( 1 39). 



ERIC 



197 



111-188 • Adolescent Health— \A)lume III: Crosscutting Issues in the Delivery of Health and Related Services 



cents is quite limited. Even for adult populations, 
data on the utilization of health services are quite 
limited, as national surveys have generally not 
sampled enough individuals from ethnic or lacial 
minority groups to provide meaningful data. As 
noted earlier, racial and ethnic minority persons 
disproportionately live in poveity, and many of them 
experience financial barriers to the utilization of 
health care. In addition, some of them experience 
geographic or other nonfinancial (e.g., cultural) 
barriers to the utilization of services. 

Information from a variety of sources, while 
extremely limited, suggests thai the utilization of 
mainstream health-related services tends to be lower 
among black and Hispanic adolescents than among 
white, non-Hispanic adolescents. Black children and 
adolescents, for example* may be less likely than 
whites to receive preventive care or appropriate 
medical services (239). A study of Job Corps 
participants ages 16 to 22, all of whom were low 
income, found that blacks were more likely than 
whites or Mexican Americans to have incomplete 
immunizations (57 percent of blacks v. 42 percent of 
Mexican Americans and 51 percent of whites) (61). 
The National Health Interview Surveys for the years 
1985 through 1987 found that blacks under 18 years 
of age were far less hkely than whites of that age to 
have had a physician contact (239), More disturbing, 
this was particulaily true if they were in fair or poor 
(as opposed to good to excellent) health (239).^^ 
These surveys also found that the only large 
black-white differences in rate of annual physician 
contacts was for individuals under 18. Blacks under 
age 18 had about 2,8 physician contracts per person 
per year, while whites under age 18 had 4 5 
physician contacts per person per year (239). 

Nearly one-fourth of the Mexican-American ado- 
lescents ages 12 to 17 who were surveyed in the 
Hispanic HANES in 1982-84 reported having no 
regular source of health care; one-fifth reported that 
they had not seen a physician within the past 5 years, 
and about one-third reported that they had not had a 
preventive care visit within 5 years (138), Some 
evidence suggests that less acculturated Mexican 



Americans are less likely than more acculturated 
Mexican Americans to use outpatient care for 
physical or mental health problems. These differ- 
ences persist even when socioeconomic status is 
controlled for (267). 

Although the population surveyed was not adoles- 
cent, it is interesting tliat one national survey by 
Louis Harris and Associates found that blacks and 
Hispanics were less likely to report being com- 
pletely satisfied with the most recent medical visit 
on five out of seven measures, travel time, time with 
physician, information received, quality, and the 
overall medical visit (11).^ Similarly, black and 
Hispanic adults reported more "special access 
problems" (e.g., in obtaining health insurance and 
obtaining and fmancing care for serious illness and 
emergencies) than did whites (11). The research 
group that analyzed the survey results suggested that 
racial and ethnic minorities were experiencing 
particular difficulties and baniers in obtaining 
needed health care services, despite the considerable 
improvements in access they experienced as the 
result of policv and program changes in the 1960s 
and 1970s (11). 

Adults from some minority groups use informal 
helping networks (e.g. families, folk healers) to 
address health problems, although the extent to 
which racial and ethnic minority adolescents use 
these networks is not generally known (17). Asian 
adults with emotional difficulties, for example, often 
turn to their families for help and turn to outside 
agencies as a last resort (188). Alternatives to 
mainstream health services used by Asian-American 
adults for health problems include herbal medicines, 
acupuncture, and diet and exercise regimens (189). 
Whether Asian- American adolescents use these 
sd^ategies is unknown. Native Hawaiians in general 
appear to make widespread use of informal sources 
of care, although the actual level of use of these 
sources of care by Native Hawaiian adolescents is 
not known (1 39). 

For the most part, it appears that racial and ethnic 
minority adolescents who do obtain health and - 
health-related services obtain them through the 



^^^Whitc children under age id in fair or poor bcaith had an average of 1 5.5 physician contacts per year, compared to 6.5 physician contacts per year 
for black children in fair or poor health (239). Survey data were not given separately for 1 0- to 1 8-ycar-olds; thus, it is not clear whether differences existed 
between younger children and adolescents. 

^^IjCvcLs of satisfaction were similar for office waiting time and out-of-pocket cost ( 1 1)< 

^^V/hile the State of Hawaii is diligent about collecting health status data on an ethnic basis, the issue of health and rt^lated services spectTically for 
Native Hawaiians i$ a relatively recent policy issue and there have been few quantitative analyses of services to Native Hawaiians ( 1 39) 
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mainstream service system (44). The use of alterna- 
tive health systems among Mexican- American ado- 
lescents is apparently limited; only 2 percent of 
Mexican-American adolescents surveyed in the 
Hispanic HANES reported using a folk healer in the 
past year (138). 

Services and interventions that address linguistic, 
geographic, eccHiomic, and cultural barriers (44,98, 167) 
to the utilization of services are likely to improve 
racial and ethnic minority adolescents' access. It is 
likely that it is quite important for services to be in 
the neighborhoods where minorities reside, be 
provided in the language spoken by the adolescent 
and his or her family, be financially affordable, and 
be responsive to the cultural background of the 
adolescent (44). 

Services and Interventions To Increase Access 
to Health Services Among Racial and Ethnic 
Minority Adolescents 

As noted earlier, a disappropriate number of racial 
and ethnic minority adolescents are poor or near- 
poor, and they confront many the same financial and 
other barriers to access other poor adolescents do. 
For these adolescents, the expansion of health 
insurance coverage or the establishment of school- 
linked or community-based health centers may 
effectively improve access to services.^^ A question 
that arises, however, is whether racial and ethnic 
minority adolescents have special needs for services 
that cannot be effectively met in the * 'mainstream" 
system. More research on this topic would be useful. 
There is an increasing consensus, however, that 
services for racial and ethnic minority individuals, 
including children and adolescents, would be im- 
proved if they were ''culturally competent.'* 

Culturally competent services for adolescents 
may be difficult to design, because there is little 
systematic information about how racial and ethnic 
minority adolescents experience adolescence. There 
is beginnmg to be some systematic analysis of what 
a culturally competent systen) of care is, but the 
knowledge base has not yet been applied systemati- 
cally to the design of training programs for health 
care and other service providers. Overall, there is 
little systematic description of how services have 
been developed or adapted to meet the specific needs 
of racial and ethnic minority adolescents, and even 




Photo cr0dlt: Office of T^chnofogy Assassrrmnt 



Services that address linguistic, geographic, economic, 
arxi cultural barriers to utilization are likely to improve radal 
and ethnic minority adolescents' access to needed 
services. The Latin An^^rican Youth Center provides a 
br'^ad range of services, as well as a place to 
"hang out." tor young people In a Washington, DC, 
neighborhood populated by large numbers of immigrants 
from Central America. 

less scientific evaluation of the effectiveness of 
available services. Currently, however, minority 
providers and providers trained to be sensitive to the 
sociocultnral aspects of providing health care are 
few (6,17,44). 

Developing Culturally Competent Systems of 
Care — The concept of a culturally competent 
system of care" has been suggested as a model for 
V orking effectively in cross-cultural situations (44, 
202). Several characteristics are said to be necessary 
for a system to be considered culturally competent 



^^or a discussion of school-linked hcaJth centers and other mnovaUons in the dchver>* of health and related services to adoiescents. sec Ch. 1 5. "Major 
Issues Pertaining to the Delivery of PnTnary and Comprehensive Services to Adolescents/* in this volume. 
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(44). The system must value diversity at all levels, 
have a sense of its own culture, be aware of the 
dynamics involved when cultures interact, have 
institutionalized cultural knowledge, and have de- 
veloped adaptations to diversity. A culturally com- 
petent system of care recognizes and values cultural 
diversity, and works effectively with the natural 
support and helping networks witiim minority com- 
munities. Effective providers must be sensitive to 
cultural differences within as well as across racial 
and ethnic groups^ 

There is some evidence that, when given the 
choice, black adults prefer to be seen by a black 
provider (6). Black or odier racial and ethnic 
minority adolescents may similarly prefer to have 
access to minority providers, although information 
on this topic is scarce. Currently, there are few 
minority providers in the health professions. Be- 
tween 1980 and 1987, only 1 1 percent of doctoral 
degrees in health education earned were awarded to 
minorities; half of them went to blacks (6). In 1987, 
blacks made up only 5.2 percent of medical school 
graduates (181). A recent report by a DHHS task 
force recommended the recruitment and training of 
more minority doctors (227) and a new law passed 
in the lOlsi Congress (Public Law 101-527) will 
provide additional scholarships and loans to minor- 
ity students. 

According to some observers, however, not all 
minority providers can be assured to be culturally 
competent. Some racial and ethnic minority doctors 
trained in major medical schools have tlie same 
attitudes and values as their white peers (71), and 
changes in the health care field have made individual 
practice in low-income areas less attractive. Further, 
while members of broad racial and ethnic minority 
groups (e.g., Asians, Hispanics) may have some 
things in common with other members of that group, 
the cultural differences of subgroups may prove 
more important. An Asian health care provider of 
Japanese heritage, for example, will not necessarily 
be competent to deal with a Hmong adolescent from 
Southeast Asia. Perhaps the most well-recognized 
need is for the cross-cultural training among white 
health professionals, who are often ignorant of the 
dynamics and inierpret£.tions of the behavior of 
racial and ethnic minority adolescents (8,123). 

Considerations in Developing Services for Ra- 
cial and Ethnic Minority Adolescents — Many 
studies have found that blacks, Asian Americans, 

ERLC 



Hispanics, American Indians, and Native Hawaiians 
strongly value the family (23,63,72,80,92,113,118, 
135,169,186,265,270), Thus, services that include 
the family may very well be most effective. For 
Asian- American adolescents, services that gain 
family involvement, use supportive family net- 
wwks, and promote family decisionmaking are 
beUevod likely to be more effective, although there 
have been no tests of tl.is model ( 1 1 8»277), Attempts 
to involve parents may pose practical difficulties for 
single-parent households, however, and some ado- 
lescents report that they prefer that parental involve- 
ment be an option rather than a requirement (47,20 1 ). 
For black adolescents, particularly those in single- 
parent households, family involvement may include 
using a total kinship network composed of persons 
related by blood, marriage, friendship, neighboring 
residence, or work association (96). When providing 
services to Hispanic adolescents and their families, 
it may be important to respect the traditional family 
age and sex hierarchies of power (169), although this 
too may pose problems for the adolescent clients. 
Although churches have been identified as impor- 
tant community resources, especially for black 
adolescents, some observers believe that churches 
may not be appropriate or willing sources of health 
information, particularly regarding issues related to 
sexuality or drug use (47). When willing, they may 
not have the necessary staff, funds, or technical 
expertise (161). 

Level of acculturation is another important vari- 
able to consider when developing interventions and 
services for adolescents (e.g., 88,169). Normal 
conflict between adolescents and older generations 
in the f^imily may be exacerbated by culture con- 
flicts, when more * 'acculturated* ' adolescents do not 
wish to follow traditional practices (118,189)* For 
example, there can be conflict between an Hispanic- 
American adolescent girl and her traditional grand* 
mother when the adolescent wishes to experience 
the same freedom to go on unchaperoned dates as her 
peers. Three primary sources of intergenerational 
conflict for Southeast Asian refugee adolescents 
have been identified: conflicts concerning pressure 
for the adolescents to date and marry within their 
ethnic group; conflicts concerning career choices, 
with adolescents experiencing pressure to pursue 
professional careers; and conflicts caused by role 
reversal, for example when an adolescent assumes 
greater familial responsibilities because he or she 

2 CO 
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has the language proficiency to interact more 
effectively in the outside world (118). 

Effectiveness of Programs Targeting Racial 
and Ethnic Minority Adolescents — Information 
on programs geared to the dehvery of health and 
related services to racial and ethnic minority adoles- 
cents is severely limited. Several models of pro* 
grams designed to serve racial and ethnic minority 
adolescents have emerged, but few of these have 
been evaluated. Thus, it is difficult to draw conclu- 
sions about which are the best models for delivering 
services to ethnic and racial minority adolescents. 
Much of the information about the effectiveness of 
such models is anecdotal infomiation based on the 
experiences of providers rather than scientific evi- 
dence. 

Some programs aim to increase the self-esteem of 
minority adolescents by providing ethnic role mod- 
els or mentors. One such program is Projert IMAGE, 
a church-based program in Chicago that pairs young 
black males ages 8 to 1 8 with volunteer black men 
in an effort to provide a positive force for the youth 
and to liijif them with special services and programs 
(168). Another program, the Las Madrinas (God- 
mothers) program administered by Hacer, Inc., in 
New York City, pairs low-income Hispanic girls at 
risk of dropping out of school with young Hispanic 
professional women who act as volunteer mentors 
(33). The goal of this program is to promote 
leadership among the girls and encourage them to 
stay in school. Activities include workshops, refer- 
rals to services, and field trips to cultural, educa- 
tional, and recreational sites. 

One program that has been evaluated used short 
stories about well-known Puerto Rican men and 
women who had overcome adversity (heroes) to 
emphasize the importance of cultural identity and 
foster Me development of self-esteem and coping 
skills among Puerto Rican adolescents having trouble 
in school (42,43). An evaluation of this program 
indicated that Puerto Rican adolescents who partici- 
pated in the program experienced increased ethnic 
identity and reduced anxiety compared with similar 
adolescents randomly assigned to a control group. 
Interestingly, the intervention had somewhat nega- 
tive effects on ethnic identity and self-esteem for 
adolescents in families headed by two biological 
parents, as opposed to mother-headed single-parent 
households (43). 



Another approach to the promotion of health and 
well-being among racial and ethnic minority adoles- 
cents is to instill a sense of cultural awareness by 
involving adolescents in culturally traditional cere- 
monies. The use of interventions incorporating 
Afroccntric rites of passage for adolescents is an 
example of this approach (44). Programs incorporat- 
ing Afrocenlric rites of passage are intended 
support the transition of black adolescents Lnv 
responsible adult roles (50). Many traditional Amer- 
ican Indian health practices are gradually being 
incorporated by tribes and * •Western" mental health 
providers into contemporary approaches to mental 
health treatment for Indian adolescents. These in- 
clude the *'four circles," sweat lodge, and **tfdking 
circle," which are treatment strategies based on 
traditional healing practices (1 12,202). 

Information about the effectiveness of mentoring 
and modeling programs for racial and ethnic minor- 
ity adolescents is generally lacking. However, Proj* 
ect EPIC (Education and Prevention in Communi- 
ties) at Wayne State University in Michigan is 
developing an evaluation to assess the effectiveness 
of rites of passage prrograms in reducing substance 
abuse among adolescents (264). 

Hawaii currently offers a wide range of ser/iccs 
for adolescents (194,262). Although culturally ap- 
propriate services targeted specifically to Native 
Hawaiian adolescents are few and have not been 
evaluated for effectiveness, the number of services 
for Native Hawaiian adolescents is increasing (139). 
The Native Hawaiian Health Care Act of 1988 
(Public Law l(X)-579) will lead to tbe eventual 
establishment of Native Hawaiian health systems 
throughout the State that will provide health promo- 
tion, disease prevention, and primaiy care services 
(139). The implementation of this act provides a 
critical opportunity to target services for Native 
Hawaiian adolescents. 

Major Federal Programs Pertaining to 
Racial and Ethnic Minority Adolescents 

The Federal programs to help low-income persons 
discussed earlier in this chapter tend to serve many 
minority persons because of the di$[>roportionate 
number of minorities who live in poverty. The 
discussion here focuses on Federal programs that arc 
concerned specifically with serving racial and ethnic 
minority populations. 
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Many of the programs are within DHHS, but the 
U.S. Department of Education, the U.S. Department 
of Agriculture, and the U.S. Department of Justice 
also have some programs. In addition to the pro- 
grams discussed here» there are isolated examples of 
federally funded grants that focus on meeting the 
hc^alth needs of minority adolescents. There are also 
piograms that focus on other needs of minority 
a^lolescents, such as education or job training. 

U.S. Department of Health and Human Services 

Three of the four major components of DHHS 
mentioned earUer — the Family Support Administra- 
tion, and the Office of Human Development Serv- 
ices, and the Public Health Service — have programs 
Jiat focus specifically on racial and ethnic minority 
populations. The Health Care Financing Adminis- 
tration does not focus specifically on these popula- 
tions. 

Family Support Administration (FSA) — FSA s 
Office of Refugee Resettlement provides Federal 
funds to States for refugee and entrant assistance 
programs (213). Refugee and entrant assistance 
programs were established in 1980 in order to assist 
refugees and Cuban and Haitian entrants in becom- 
ing employed, self-sufficient, and assimilated into 
U.S. society as soon as possible after their arrival 
(213). Federal funds are provided to help offset 
necessary costs, although most funds are used to 
provide grants to States for refugee assistance and 
services by way of cash assistance, medical assist- 
ance. State administrative costs, social services, and 
targeted assistance. The amount of assistance pro- 
vided specifically to adolescent refugees or their 
families is not available. 

One program of the Office of Refugee Resettle- 
ment that has a substantial impact on adolescents is 
in the Unaccompanied Minor Refugee Program 
which provides support for unaccompanied refugee 
minors (216). The U.S. Catholic Conference and 
Lutheran Immigration and Refuge* Service help the 
Office of Refugee Resettlement place unaccompa- 
nied refugee minors in licensed child welfare 
programs (e.g., foster care, group care, independent 
living, residential care), and costs incurred on their 
behalf are reimbursed by the Office of Refugee 
Resettlement until a month after the minor's 18th 
birthday.^^ Since 1979, more than 8,500 unaccompa- 
nied minor refugees have entered this program. 



Nearly half of these minors who enter the program 
continue to be under its jurisdiction through their 
adolescence, llicrc are now about 3,000 unaccom- 
panied refugee: minors in care. 

Another program of the Office of Refugee Reset- 
tlement is th:^ Transition Program for Refugee 
Children. This program provides funds for the 
special educational needs of refugee children and 
adolescents, including bilingual education, remedial 
programs, school counseling and guidance services^ 
and instmction to impiove Enghsh language skills. 
Support is also provided for training for parents, and 
in-service trainiig to educational personnel (216). 

Under the Immigration Reform and Control Act 
of 1986 (Public l-aw 99-603), the Office of Refugee 
Resettlement provides Federal grants to States for 
the purpose of helping State and local governments 
defray expenses incurred in providing public assist- 
ance, pubhc health assistance, and educational 
assistance to eUgible legalized aliens. These grants 
are called ''legalization assistance impact grants/* 
States may use the giants for educational services for 
legalized alien childi'en and adolescents who have 
been in the United Slates for less than 3 yeais and 
who reside in school districts with large concentra- 
tions of eligible legal\2^ aliens (217). Although 
$898.5 million was available to States under this 
grant program in fiscal year 1989, and adolescents 
were eligible for services, the amount of such 
assistance specific to adolescent immigrants is not 
available from the Federal Government. 

Office of Human Development Services (OHDS) — 
OHDS oversees a number of piOgrams related to 
racial and ethnic minority populations. 

OHDS' Administration for Children, Youth, and 
Families makes funds available through its Family 
and Youth Services Bureau for programs to prevent 
substance abuse among runaway and homeless 
Native American adolescents. Projects are expected 
to incorporate Indian tribal values and languages, 
and develop a positive cultural and family identity 
(54 FR 15092-15106). 

OHDS* Administration for Native Americans 
provides training and technical assistance to assist 
public and private Native American organizations in 
developing, conducting, and administering projects 
to carry out locally determined social and economic 



^^Staics may pfmit juppon xo extend for longer periods (216). 
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development strategies (223). In recent years, the 
Administration for Native An>ericans has targeted 
the problem of drug and alcohol abuse prevention. In 
fiscal year 1989, OHDS used its coordinated Discre- 
tionary Funds program to allocate about $250,000 to 
a total of five projects in this area. Not all of the 
projects were adolescent*spccific, 

OHDS used its Coordinated Discretionary Funds 
Program for fiscal year 1989 to make funds available 
for prevention and treatment of alcohol abuse among 
minority youth using culturally sensitive interven- 
tions; for the prevention and treatment of alcohol 
abuse among Native American adolescents using 
nmaway and homeless youth centers; and for 
innovative community approaches to entrepreneurial 
activity with Native American adolescents (53 FR 
33686-33722). 

Through interagency agreements with the Indian 
Health Service and the Bureau of Indian Affairs, the 
Administration for Native Americans has also funded 
health promotion activities, including alcohol and 
drug abuse prevention education. In 1989, the 
Admimstration for Native Americans transferred 
$70,000 to the Bureau of Indian Affairs for a health 
education program expected to involve 27,000 
students attending Bureau of Indian Affairs schools 
(223). In the past, OHDS has used its discretionary 
funds to fund projects to increase minority access to 
runaway and homeless youth center ser\aces; pre- 
vent child abuse among minorities; reunite Ameri- 
can Indian famiUes with children separated because 
of paiental substance abuse; and prevent substance 
abuse among Native American adolescents, OHDS 
has also funded programs to increase the participa- 
tion of historically black colleges and universities 
and Native American organizations in OHDS fund- 
ing opportunities (221), 

OHDS also provides funds to increase the number 
of minorities entering the field of social work to do 
work in the area of child welfare. Funds are provided 
for traineeships and in-service training to histori- 
cally black colleges and universities and to colleges 
controlled by Indian tribes or serving Indian reserva- 
tions. 



Public Health Service (PHS>— PBS has a num- 
ber of agencies with programs that address the health 
needs of racial and ethnic minority adolescents: 

• the Alcohol, Drug Abuse, and Mental Health 
Administration (ADAMHA); 

• the Health Resources and Services Administra- 
tion (HRSA); 

• the Indian Health Service (IBS); and 

• the Office of Minority Health, 

Alcohol, Drug Abuse, and Mental Health Adminis- 
tration (ADAMHA) — ADAMHA consists of three 
agencies concerned with menial health and with 
substance abuse: 

• the National Institute on Drug Abuse, 

• the National Instimte of Mental Health, and 

• the Office of Substance Abuse Prevention.^ 

ADAMHA's National Institute on Drug Abuse 
has several initiatives related to substance abuse 
among minority adolescents. Most of the projects 
focus on epidemiology and risk factors; fewer focus 
on prevention or specific treatment sqjproaches.^^ 
Projects include several studies examining the 
effects of drug use on school dropout rates in 
minority communities, a study examining the etiol- 
ogy of substance abuse among high-risk black 
adolescents, and a study of cultural factors affecting 
vulnerabilities to substance abuse among Hispanic 
adolescents (229,230). 

The National Institute on Drug Abuse also con- 
ducts the National Household Survey on Drug 
Abuse, a periodic national prevalence survey of drug 
use. The survey oversamples person ages 12 to 34, 
blacks, and Hispanics, but still has a very small 
sample of non white adolescents. 

The National Institute on Drug Abuse has Special 
Populations Research and Training Programs that 
work to enhance research and training opportunities 
for minority researchers. Technical assistance is 
provided to potential researchers to develop their 
grant writing and research skills (230), 

ADAMHA's National Institute of Mental Health 
administers the Child and Adolescent Service Sys- 



^Buic activitiei Of ADAMHA ig«Qct«i focusing od Alcohol a ; ul drug abuse m described in cIl 1 2, ' ' AlcoboU Ibbocoo, and Dnig Abase: PrrvcntiOQ 
and Services." in Vol. U. Activities of the National Instimie of Mental Health, the ADAMHA agency focusing on mental health, are described in ch. 
11/ 'Mental Health Problems: Prevention and Services/' in VoL Basic ADAMHA activities in ±c context of the entire I^eral role in adolescent 
health are described in ch. 19, '*Tbe Role of Federal Agencies in Adolescent Health*'* in this volttme. 

^Most Federal drug abuse prevention activities relevant to minority adolescents take place in the Office of Substance Abuse Prevention (sec below). 
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tern Program (CASSP), a small grant program 
established in 1984 to develop new initiatives to 
improve the delivery of mental health services to 
severely emotionally disturbed children and adoles- 
cents (231). CASSP is aimed at improving coordina- 
tion among the child welfare, juvenile justice, 
mental health, and special education systems (7!). It 
provides technical assistance and acts as a clearing- 
house for research information to CASSP grantees, 
and provides funding for grants to States.^ As of 
June 1989. CASSP had been funded in 42 States 
(231). Fiscd year 1989 funding for CASSP was $9.8 
million. 

A major goal of CASSP is to ensure that services 
to severely emotionally disturbed children and 
adolescents from racial and ethnic minorities are 
sensitive to culniral differences. In 1986, CASSP 
sponsored a workshop on the development of mental 
health programs for minority children and adoles- 
cents and their families. Following that workshop, 
CASSP project directors were instructed to develop 
at least one major goal related to improving services 
for cultural and ethnic minority children and adoles- 
cents in their States; each State receiving a CASSP 
grant is required to develop a minority objective. 
State efforts include such activities as developiug 
training programs in cultural issues for service 
providers, establishing task forces to explore the 
difficulties that minority children and adolescents 
have in gaining access to existing mental health 
services and to advise in the implementation of 
minority objectives, and making outreach efforts to 
involve minorities in CASSP activities (231), Tech- 
nical assistance is available through CASSP to help 
develop and implement minority objectives (e.g., 44). 

The National Institute of Mental Hca!th ftmds six 
centers that do research and provide treatment 
targeted to the needs of particular ethnic groups 
(84a). It recently awarded $1.4 miUion for a new 
Research Center on the Psychobiology of Ethnicity 
that wiU investigate, among other things, ethnic 
differences in how people respond to drugs for 
mental disorders, ** culture-bound syndromes," and 
how different groups conceptualize psychiatric dis- 
orders (84a). How much of a focus will be on 
adolescents is unknown. 

ADAMHA's Office of Substance Abuse Pre- 
veraion was created in 1986 to provide national 



leadership for alcohol and drug abuse prevention 
(234). The Office of Substance Abuse Prevention 
has a demonstration grant program with a strong 
focus on minority and multicultural adolescents. Of 
the 130 demonstration grants awarded in 1987 (most 
of which target adolescents), 56 percent are targeted 
at minority groups. Of these, 24 programs focus on 
blacks, 15 on Hispanics, 12 on American Indians and 
Alaska Natives, 6 on Asian Americans and Pacific 
Islanders, and 16 on multiethnic minority groups* 
Most of the remaining grants arc for multiethnic 
projects that include whites. Many of the projects 
incorporate strategies to enhance their cultural 
competence, such as involving respected commu- 
nity members in the program, recmiting minority 
staff at all levels, encouraging the use of traditional 
cultural activities (e.g., celebrating cultural festivals 
or teaching traditional languages), and using cultur- 
ally appropriate media and messages in drug and 
alcohol education efforts. 

Health Resources and Services Administration 
(HRSA)— As noted earlier, HRSA's Bureau of 
Maternal and Child Health (formerly the Office of 
Maternal and Child Health) administers the maternal 
and child health block grant programs authorized by 
Title V of the Social Security Act. In administering 
this program, the Bureau seeks to remove cultural, 
communication, and systems barriers to health 
services for medically underserved women, infants, 
and children, many of whom belong to minority 
groups (91). The Bureau has established a 
Workgroup on Culturally Distinct Populations to 
provide advice on the best use of grant money to 
improve health care for minorities. 

As noted earlier, the Bureau of Maternal and 
Child Health sets aside 15 percent of Federal 
maternal and child health block grant funds to 
support special projects of regional and national 
significance (SPRANS) which contribute to the 
health of mothers and children with special needs. A 
number of the projects that have been funded focus 
on inn^>roving the provision of health services to 
.minority and poor adolescents (91). Examples in- 
clude a p>roject to reduce teenage pregnancy among 
black adolescent girls, a project to prevent injuries 
among American Indian adolescents, and a project 
to promote the health of Americ:in Samoan adoles- 
cents (91,151,244). 



**Sec cb. II, ''Mental Health Problems; Prevention and Services/* in Vol. n for further discussion of CASSP 
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HRSA's Bureau of Health Professions and Bu- 
reau of Health Care Delivery and Assistance sup- 
port a variety of personnel training programs. The 
Division of Disadvantaged Assistance in the Bureau 
of Health Professions administers a Health Careers 
Opportunity Program, which provides assistance to 
health profession training programs that serve mi- 
norities and other disadvantaged persons to facilitate 
the recruitment and retention of minorities in health 
professions; about 13,000 students take part in 
programs of the Health Careers Opportunity Pro- 
gram annually {240a). The program alfo provides 
direct fmancial assistance to disadvantaged stu- 
dents. 

In fiscal year 1988, HRSA began providing 
awards through its * 'Excellence in Minority Health 
Education Program'' to historicaUy black colleges 
and universities to strengthen their capacity to train 
minority students in health professions (240a). 
Personnel from the National Health Service Corps, 
who staff community and regional health centers, 
receive orientation about linguistic and cultural 
aspects of health care (240a). 

Indian Health Service (IHS) — The IHS provides 
health services to American Indians and Alaska 
Natives (199,202). IHS clinical facilities have gener- 
ally been placed on or near reservations (199), About 
half of American Indian adolescents reside on 
reservations and are ehgible for health care services 
through the IHS (202). 

The IHS funds three regional adolescent treatment 
centers for substance abuse rehabilitation through its 
Alcohol and Substance Abuse Programs Branch 
(249). The IHS also provides partial funding for teen 
centers in or near four Albuquerque area schools, 
and health services at Bureau of Indian Affairs 
boarding schools (22), In addition, the IHS has made 
youth a priority for its prevention programs* plan- 
ning to specifically emphasize teen pregnancy, 
alcohol and drug abuse, mental health, violence, and 
suicide. 

Unfortunately, however, numerous factors make 
the provision of health services to Indian adolescents 
inadequate, even for reservation-based Indian ado- 
lescents. In recent years, overall IHS funding has just 
kept pace with inflation with no real increases (48). 
Most IHS funds arc used to provide acute care to 
Indians of all ages; except for some funding for 



substance abuse services, teen pregnancy services 
and participation in several multifi nded adolescent 
healdi centers in Albuquerque, New Mexico (45), 
there is no targeted treatment funding for adoles- 
cents. Little money is available for prevention 
services (48), Although the IHS has a Maternal and 
Child Health Program, it is merely advisory and has 
no budget of its own to implement programs. 
Similarly, although the IHS policy recognizes that 
adolescents have special needs in health care, and 
youth are a priority, adolescent clinics have not been 
established as part of the usual IHS health care 
delivery system, and there are no adolescent medi- 
cine specialists in the IHS (22). 

Confidentiality is often important to adolescents 
considering the use of health ca e services^^ (201). 
Wious aspects of IHS delivery may result in a lack 
of privacy for American Indian and Alaska Native 
adolescents, and the lack of privacy may reduce such 
adolescents' willingness to seek appyropriate health 
care (22). For example, especially in small commu- 
nities, the IHS is a major employer of tnembers of 
local tribes. Research on this or oiher nonfinancial 
factors affecting access to care for American Indian 
adolescents is nearly nonexistent, 

Ojfice of Minority Health — The Office of Minor- 
ity Health was created within the DHHS Office of 
the Assistant Secretary of Health in 1985 to address 
the problems and implement the recommendations 
of the Secretary's Task Force on Black and Minority 
Health (164). These recommendations included 
stimulating the development of innovative programs 
to improve the health status of minority populations 
and advocating a national strategy to address the 
health needs of minorities (164,227). 

The Office of Minority Health has developed a 
research center to investigate minority health prob- 
lems (164). The Office of Minority Health has also 
provided funding for a number of demonstration 
grants for the development of community health 
coalitions to reduce risk factors among minority 
populations (252). Funded projects include pro- 
grams designed to reduce teenage pyregnancy; reduce 
the risk of alcohol and other drug problems among 
high-risk, urban Latino youth; and i>rovide AIDS 
education to American Indian high school students 
and adults using Native healing principles and 
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techniques. Additional HTV education and preven* 
tion programs directed at black and Hispanic adoles- 
cents and adults have also been funded (25,252) as 
has a special initiative on minority males (54 FR 
22312). 

Although the overall goal of the Office of 
Minority Health is to improve the health status of 
blacks, Hispanics, Asian- Americans, Pacific Island- 
ers, and Native Americans, the U.S. General Ac- 
counting Office recently reported that the office 
**does not have specific goals or objectives for each 
of tl4ese groups, nor does it have short- and 
long-tcmi strategic plans for its objectives" (194a), 
Later in 1990, the potential role of the Office of 
Minority Health was expanded when the U.S, 
Congress statutorily established such an Office, to 
be headed by a EVeputy Assistant Secretary for 
Minority Health (Public Law 101-527, the Disad- 
vantaged Minority Health Improvement Act of 
1990/' Section 2). Public Law 101-527 also author- 
ized an increase in funding for the Office of Minority 
Health, to $25 million per year for fiscal years 1991 
through 1993. The potential role of the Office in 
improving the health of minority adolescents is as 
yet unknown, 

U.S. Department of Agriculture 

The U.S. Department of Agriculture's Food and 
Nutritior Services administers a food distribution 
program for low-income Indians living on or near 
reservations (206). Participating agencies receive 
monthly distributions of food from local ware- 
houses. How many Indian adolescents benefit from 
this program is not known. 

U.S. Department of Education 

Funding by the U.S. Department of Education of 
programs focusing on minority adolescent health is 
limited, but examples of such programs do exist. 
One is a Drug-Free Schools and Communities 
Pro^^-am for Hawaiian Natives to develop a cultur- 
ally appropriate curriculum for 3,000 Native Hawai- 
ian students. Another is a Drug-Free Schools and 
Communities Program for alcohol and drug educa- 
tion and prevention among Indian children who live 
on reservations and attend schools operated or 
funded by the Bureau of Indian Affairs. 



U.S. Department of Justice 

'rhe Office of Juvenile Justice and Delinquency 
Prevention (OJJDP) in the U.S. Department of 
Justice focuses on problems related to delinquency 
among adolescents in general rather than among any 
particular group of minority adolescents.^ Never* 
theless, OJJDP does on occasion make efforts to 
address special issues related to adolescents from 
minority groups. 

For example, OJJDP is fimding several research 
projects on Minorities in the Juvenile Justice System 
in an effort to determine the extent to which 
processing decisions are influenced by the racial or 
ethnic background of the adolescent offender (257). 

OJJDP has also provided funding for Proyecto 
Esperanza. The goal of this project, implemented by 
the National Coalition of Hispanic Health and 
Human Services Organizations,^ is to assess family 
strengthening and crisis intervention programs and 
to design model programs to prevent child abuse and 
reduce the incidence of running away within His- 
panic families (110,257). OJJDP has also asked the 
National Coalition of Hispanic Health and Human 
Services Organizations to provide technical support 
to the National Court Appointed Special Advocates 
Association and the National Council of Juvenile 
and Family Court Judges to improve the quality of 
their services to Hispanic children and adolescents 
at risk of out-of-homc placement 

Rural Adolescents: Issues In the 
Delivery of Health and Related Services 

Data from an analysis by McManus indicate that 
about one-third of all U.S. adolescents ages 10 to 18 
hve in rural (nonmetropolitan) communities (132), 
About half of these adolescents live ii* the South; 
another one-quarter hve in the Midwest (132). 

Special Health Issues for Rural Adolesrents 

Limitations of Data and Research on the 
Health of Rural Adolescents 

It iK difficult to determine the health status of rural 
adol(^scents for several reasons, only some of them 
specific to rural areas. First, as discussed throughout 



^Secch. B/'DclmquciKy: PrcvcnUooaivl Services/* m Vol na^ 19. ' TheRolcofFedcnd Agencies in Adolescent H^^^ 
for further discussion. 

«^lie National Coalition of Hispanic HeaUth and Human Services Organizations is a nonprofit national Hispanic organization focused on imorovinfl 
the bealtn and psycbosocial wcll-bcin^ of the Hispanic rDpulation (153). r 
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this report, there have been few large-scale epidemi- 
ologic studies of adolescents. Second, limitations in 
access to the health care services system for adoles- 
cents in general, and for rural adolescents in 
particular (see below), make clinical samples less 
than valid as Indicators of health status. For exam- 
ple, families of adolescents with complex health 
problems sometimes may move to metropolitan 
areas solely because of a lack of specialized services 
in rural areas. Similarly, when adolescents are 
treated in metropolitan medical centers, they may 
not be reflected in clinical prevalence studies as 
'*niral'* cases, even though they continue to reside 
in rural communities. Finally, synthesis of the 
literatiu^e on rural- urban differences is hampered by 
diverse definitions of rural and by failure to account 
for confounding variables and the heterogeneity of 
rural communities. 

Sufficient data do exist, however, to leave two 
broad impressions. First, the idyllic image of rural 
life that may still persist is quite discrepant from 
reality. Second, although it is a mistake to ignore or 
underestimate the health risks experienced by rural 
adolescents, it also seems true that rural adolescents 
generally are similar to their urban peers in the 
health problems they experience. Given the extent of 
health problems among adolescents on average, 
these impressions are not contradictory. Additional 
descriptive research designed to separate rural, 
regional, social class, and ethnic factors and analy- 
ses to determine the effects of particular dimensions 
of rural life on adolescent health would be useful in 
assessing the true level of health problems among 
rural adolescents. It would also be useful to have 
more information on the extent to which rural health 
facilities meet the needs of rural adolescents. 

Health Problems Experienced by Rural Adolescents 

As noted earlier, the most comprehensive national 
healtli data collected on a continuing basis are 
National Health Interview Survey data by the 
National Center for Health Statistics.^^ According to 
National Health Interview Survey data, the inci- 



dence of both acute and chronic conditions in 
children and adolescents is generally similar in 
metropolitan and nonmetropolitan areas (132,133). 
About 75 percent of both metropolitan and nonmct' 
ropolitan adolescents report (or, more likely, have 
reported fo* hem) that their health is excellent or 
very good (1 2). 

In terms of die prevalence of problems, the most 
sizable urban-rural differences that show up in 
available data firom a variety of sources reviewed for 
OTA by Melton and Oberlander are differences in 
rates of accidental injuries and delinquency (137). 
Rural adolescents have higher rates of accidental 
injuries and lower rates of delinquency (137). The 
prevalence of other problems may not be different 
for rural and urban adolescents, but the risk factors 
for the problennis may be different. 

The American Academy of Pediatrics has identi- 
fied rural injuries as a major public health problem 
with unregulated use of farm machinery by adoles- 
cents being a prime culprit (10). Using national 
databases of the National Center for Health Statistics 
and the Consumer Product Safety Commission, 
Rivara reported substantial risks for adolescent 
males in farm families, with farm injuries tak ig 
22.4 per 100,(XX) lives among 10- to 14-year-old 
males, 30.9 per 100,000 lives among 15- to IQ-ycar- 
old males, and accounting for 4,397 emergency 
room visits among 10- to 19-year-old males in a 
single year (174). Fatalities resulted most commonly 
from machinery-related injuries (especially involv- 
ing tractors), drownings, and firearm accidents 
(144,174). In addition to severe trauma, farm adoles- 
cents are vulnerable to more subtle injuries related to 
the use of farm machinery, such as noise-induced 
hearing loss (28). It should also be noted that rural 
adolescents have been found to engage in behaviors 
that put them at high risk for automobile and other 
types of accidents (263)7* 

Data from the National Crime Survey, conducted 
periodically by the U,S. Department of Justice, 
shows less victimization by adolescents (and other 



diMTussed abo\ t. National Health Interview Survey have several limitations with respect to evahiating the health status of adolescents. One issue 
is that parents, rather than the adolescents themselves, typically report on their children's health status and health care utilization. 

^'The University of Minnesota survey of 7th through 1 2th graders in Minnesota found, for example: that only 35 percent of rural adolescents surveyed 
use their seat belt all or most of the time; that 64 percent of nirml adolescent males never used a seat belt; that nearly one out of four rwal adolescents 
surveyed (and three times more males than females) never wear a helmet when riding a motorcycle; that fewer lhan half the rural at^olescents surveyed 
say they would not drink and drive; that only 43 percent said they would not Hde with a driver who used alcohol or drugs; that about 20 percent sometimes 
ride with a driver wbo*$ been using alcohol or drugs; thai rural adolescents start driitking earlier and drink more often and drink in greater quantity than 
urban adolescents (263). 
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age groups) in rural than in urban areas7^ For the 
most part, however, rural crime and delinquency do 
not appear to differ in their origins or quality from 
offending in urban communities (115), 

Data on mental health problems among rural 
adolescents are scarce (155). The few epidemiologic 
studies of adolescents that have included rural-urban 
comparisons have shown somewhat more risk in 
urban communities (e.g., 179). However, the sur- 
veys and studies tend to vary on so many dimensions 
(e.g., ethnicity, social class) other than size of 
community that the research gives little understand- 
ing as to any protective factors that may be 
associated with rural communities per sc. There are, 
however, characteristics of rural life, both long- 
standing and contemporary, that may affect the 
mental health and coping ability of rural adolescents 
differently from adolescents living in metropolitan 
areas. On the negative side, there is substantial 
evidence that farm youth have been at greater risk of 
stress in recent years, in part as a result of the farm 
crisis of the early 1980s (see 57). Researchers have 
documented a substantial increase in guilt, aliena- 
tion, aggressiveness, depression, helplessness, and 
poor school performance in rural adolescents (18, 
70,155,261). One study of 4,300 15- to 19-year-olds 
in three communities in rural Minnesota, conducted 
in the early 1980s at the peak of the farm crisis, 
found that 3 percent reported having attempted 
suicide in the past month (70). The University of 
Minnesota Adolescent Health Survey found that 
about 10 percent of rural females and 7 percent of 
rural males reported having atten^ted suicide at one 
point, and about 3 percent of students had both 
attempted suicide and were seriously considering 
taking their own lives at the time of the survey (263). 
Rural adolescents who live on farms worried about 
killing themselves at two times the rate of other 
adolescents (263). Thirty percent of Minnesota 
respondents had experienced the suicide of a fellow 
student or adult in the school, and 14 percent had 



experienced the loss in the previous school year 
(263). 

In addition to change related to the recent farm 
crisis, perermial instability in many rural communi- 
ties has resulted from constant migration away from 
such communities and, during the 1970s, reverse 
migration, as the dominant riiral industries in 
particular regions have ** boomed" and ** busted" 
(29,162). More generally, singly because the range 
of instiDitions and social situations is relatively 
narrow in small communities, change within rural 
conmiunides is likely to have a greater impact than 
comparable change in larger communities (271). 

Conversely, the relatively low complexity of life 
and slow diffusion of innovations in rural communi- 
ties may also contribute to a lack of erxitemcnt about 
the future (137). As evidence, those who stay behind 
are more likely to be high school dropouts (19.5 v. 
16.0 percent^^), twice as likely to be married during 
adolescence (3.4 percent among nonmetropolitan 
adolescents), and less likely to have at least some 
college education (35.0 v. 44.5 percent^^) (132), 

However, there are many positive aspects to life 
in rural communities. In general, rural communities 
are viewed as desirable places to live, in large part 
because of the greater sense of neighborliness that 
can arise from "undermamiing" (14),^^ and a lower 
rate of crime than in more densely populated 
conununities (104,271). Many of the pressures 
experienced by adolescents in rural communities are 
similar to those experienced by adolescents in urban 
and suburban communities (e.g., 178).^^ 

Access to Health Services by Rural Adolescents 

Adolescents in rural areas face special barriers to 
access to health services, in terms of availability, 
affordability, ani approachability. Perhaps reflect- 
ing this differential accessibility and affordability, 
rural adolescents, especially those who are from 
poor families, do use health services somewhat less 



^Sec chu 13, "Deiinqueocy: Prevcnoon and Services," in Vor II for a discussion of deiiiK]ucQcy. 

^^Thcsc data refer to heads of household. 

"^^These data refer to heads of household. 

*Undcrmanni»g' ' results when tiiejc arc more socially occessary roles to be filled than thm aie people to fill them (14). Tbis phcnomenoo can have 
positive health consequences^ because it is positively associated with a greater press for personal involvement, and thus more personal control, which 
in turn have been shown to be related to positive pbyncal and mental stams ( 1 65). Such general features of nnrnl life as * 'undennanning' * do not always 
apply to rural adolescents, however. For example, as small rural schools are consohdated into larger institutions, students may become alienated and 
show behavior problems and psychosomatic disorders (15,69). 

^^In their review for OTA, which was limited by scant informadon. Melton and Oberlander found no clear urban-rural differences in substance use 
or in sexual behavior or attitudes (137). There were, however, more studies, and more variations in results, on the topic of substance use. Studies of 
maltreatment were not able to be aiuUyzed in terms of rural-urban differences. 
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frequently than their urban peers. Nonmetropolitan 
adolescents have been found to report 2.7 pnysician 
visits per year, compared with 3.2 visits annually 
among metropolitan adolescents (132). On the other 
hand, the proportion of nonmetropolitan adolescents 
who report having been hospitalized in the previous 
year is somewhat higher than among metropolitan 
adolescents (5.4 percent v. 3.9 percent) (132). It is 
unclear whether this discrepancy results from differ- 
ences in accessibility of outpatient care, severity of 
health needs, or some ether factor. 

The availability of professionally staffed mental 
and physical health services is often limited in rural 
communities (137,204), Surveys of rural mental 
health professionals have shown that professionals 
who choose to work in rural areas tend to be people 
who received their graduate training in a rural locale. 
There is a need, then, for more clinical training 
programs in rural areas. Only 20 percent of physi- 
cians, few of them specialists, practice in rural areas; 
similarly, menial health professionals are concen- 
trated in urban areas. One consequence of the lack of 
providers is that adolescents in rural areas are 
especially likely to receive their health care from 
hospital clinics, and are relatively unlikely to have 
any consistent source of care. Furthermore, even 
when services are available, transportation proDlems 
may make them inaccessible and, therefore, func- 
tionally unavailable to adolescents in rural areas. 

Adolescents in rural areas also face economic 
barriers to care, as Medicaid benefits tend to be more 
limited in rurai States, and many rural families are 
poor (204). In 1984, 19.3 percent of adolescents in 
nonmetropolitan areas Uved in poverty, compared 
with 15 .5 percent in metropoUtan areas ( 1 32), but the 
difference in median family income between metro- 
politan and nonmetropoUtan areas is more striking 
($30,045 v. $21,956 in 1985 [158]). In addition, 
disadvantaged rural families are less likely to be 
eligible for public assistance programs, as poor 
parents in nual communities arc commonly em- 
ployed for at least part of the year. 

Even when help is available, it may not be sought 
due to the strong sense of individual responsibility 
characteristic of many rural people. A study of 



welfare programs (including AFDC, food stamps, 
and Medicaid) throughout Wisconsin showed per- 
ceptions of stigma to be much greater in rural 
communities (170),^ Perhaps as a result, v/elfare 
exits in rural communities were substantially more 
fr^uent and faster — an outcome that is positive in 
most respects, but that may signal a willingness to 
give up needed health services when they are 
perceived as a sign of personal weakness. In a stirvey 
that was conducted among adolescents, the Univer- 
sity of Minnesota found that, overall, 25 percent of 
rural adolescents tried to solve their problems on 
their own rather than seek help from parents, 
doctors, friends, clergy, or school people; adoles- 
cents living on farms were less likely than other rural 
adolescents to seek help for problems, even though, 
as noted above, they were more likely to be troubled 
(263).^^ However, the survey was not able to 
determine whether the adolescents who did not seek 
help were extremely self-reliant, undesirous of help, 
or unable to go and get help (263). 

Although the population of rural America is 
predominately white, some regions contain substan- 
tial numbers of racial and ethnic minorities. For 
example, the majority of Native Americans live in 
rural communities, large numbers of blacks live in 
the rural South, and many Hispanics live in the rural 
Southwest. Much of the disproportionate poverty of 
rural America is accounted for by such communities. 
Consequently, it is important to consider cultural 
differences when planning and delivering health 
services to adolescents in rural areas. In addition, it 
seems important to consider whether rural adoles- 
cents live on a farm, because farm youth appear to 
have different health risks (e,g,, serious injury), 
attitudes towaid help seeking, and access to health 
care than nonfarm youth. 

Major Federal Programs Pertaining to 
Rural Adolescents 

Despite the niimber of programs that can indi- 
rectly affect rural adolescents, it is striking how few 
Federal programs directly address the health and 
related needs of rural adolescents (137). Of most 
relevance to rural adolescents are the Office of Rural 
Health Policy in the Health Resources and Services 



''^lliis study was oof adolescent-specific. 

^ As a group, they do not seek contncepbon infonnatioD from anyone (25 percect) , they are less likely to get health infonnatioo or care without paieotal 
consent (71 percent), and they do ooi sock out other family monberf as resources as readily as other young people (22 percent) (263). 
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Administration (HRSA) of DHHS^^; the Office of 
Rural Mental Health Research in the Alcohol, Drug 
Abuse, and Mental Health Administration of DHHS*^; 
and the Extension Service in the U.S, Department of 
Agriculture, which funds 4'H programs,^ ^ In addi- 
tion, the National Center for Nursing Research at the 
National Institutes of Health is funding a $500,000 
grant to identify psychological and environmental 
health-compromising behaviors in early adolescents 
in a rural area (79). The community health center 
program administered by HRSA's Bureau of Health 
Care Delivery and Assistance provides grants to 
about 600 public and nonprofit entities to provide 
primary health care to medically underserved popu- 
lations, and about 60 percent of the grantees are 
located in rural areas of the country (241) (see 
discussion in section on Federal programs for poor 
adolescents above; also see 137), and a number of 
recent congressional initiatives dealing with training 
of rural health professionals and reduction of rural- 
urban disparities in health care reimbursement 
policies (204) also have the potential to positively 
affect the deliver>^ of health services to adolescents 
in rural areas, albeit indirectly. 

As a general matter, tlie Secretary of DHHS 
responded to a recommendation of the National 
Advisory Committee on Rural Health that a national 
adolescent health demonstration program be estab- 
lished in five rural community sites, by saying that 
he had decided to make adolescent health an area of 
emphasis throughout DHHS for budget year 1992 
(247). 



Conclusions and Policy Implications 

Certain groups of adolescents — adolescents liv- 
ing in poverty, racial and ethnic minority adoles- 
cents, and adolescents living in rural areas — 
experience health problems at disproportionate rates 
and face barriers to health care because of lack of 
financial resources, limited local availability of 
resources, or other factors. 



Poor Adolescents 

In 1987, nearly one-third of U.S. adolescents lived 
in families with incomes that did not exceed 150 
percent of the Federal poverty level. One of the 
primary determinants or whether an adolescent was 
living in poverty was living arrangement. Adoles- 
cents who were living with both paren? <; or with their 
father were far less likely to be li^ing in poor 
families than were adolescents living with their 
mother only or adolescents living on their own. 

The effects of growing up poor are complex and 
not well understood (154). It is well known that 
children growing up in poverty confront more risk 
factors and benefit from fewer protective and 
supportive factors than their more advantaged peers. 
Among the risk factors that many (though not all) 
poor children confront are a highly stiessed and 
disorganized family environment, dilapidated hous- 
ing, substandard schools, and often, especially in 
inner cities, dangerous, blighted neighborhoods 
where crime and violence seem to have become tlic 
norm (7 1 ). Access to health care for poor adolescents 
appears to be limited, based on utilization data and 
known barriers to access (e.g., low physician partici- 
pation in Medicaid, problems with transportation, 
lack of services in poor areas). The rates of many 
health and related problems (e.g., days of restricted 
activity due to acute and chronic conditions, overall 
self-reported fair or poor health, school dropout, 
adolescent pregnancy, cigarette smoking, involve- 
ment in serious forms of delinquency, victimization) 
are higher among poor than nonpoor adolescents. 

Research on the predictors of resiliency among 
adolescents from disadvantaged backgrounds (e.g., 
impoverished homes or dysfunctional families) is 
receiving increasing attention from researchers, 
although it has received little Federal suppon. Past 
research on this topic suggests that having access to 
supportive individuals and networks, and the abiUty 
to draw upon existing networks (e.g., through 
greater social competence and intelligence), are 
important factors in helping adolescents overcome 



^'HRSA^s Office of Rural Health Policy wts cstAblished in 1987 and as of August 1989 had seven profestionaU (246). Its role in niml adolesc^t 
health has been limited The Work Group on Health Services of the National Advisory Committee on Rural Health Office has targeted teenage health 
as a focus because of concern about adolescent suicide, pregnancy^ and lack of access for health and menuU health services. 

*<^The OfTice of Rural Mental Health Research v/n& esublished in the National Institute of Mental Health in 1 990 to coonlinate and administer relevant 
research and demonstration studies (204). This office will administer a newly advertised research effort that will include grants to rural mental health 
research centers (233). 

•«The U.S. Department of AgncuJturc's Extension Service is discussed more fiilly in ch. 19, **The Role of Federal Agencies in Adolescent Health," 
in this volume. 
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adverse circumstances. For many adolescents these 
factors may be amenable to intervention. 

Racial and Ethnic li/linority Adolescents 

Currently, about half of black, Hispanic, and 
American Indian adolescents, and one-third of 
Asian-American adolescents, live in poor or near- 
poor families. The disproportionate occurrence of 
health problems that is found among adolescents in 
these racial, ethnic, and tribal groups is attributable 
at least in part to their low socioeconomic status and 
the lack of access to health care that is associated 
with being poor. A long history of discrimination 
against people of color may contribute to stress in 
racial and ethnic minorities (e.g., 100,176). 

Among the pressing prevention and service needs 
for racial and ethnic minority adolescents include 
preventive mental health and mental health outreach 
programs for Hispanic, Asian, and American Indian 
and Alaska Native adolescents; dental care and 
fluoridation for American Indian and Alaska Native, 
and Hispanic adolescents; dental care for low- 
income black adolescents; victimization and vio- 
lence prevention for black adolescents in poor 
neighborhoods; pregnancy prevention services for 
black and Hispanic adolescents; HIV prevention and 
treatment services for black and Hispanic adoles- 
cents, h\ general, however, these problems are not 
restricted to these groups, and the sources of the 
problems are not related to race per se (e.g., 
genetically based), but to complex interactions 
among economic, neighborhood, and societal fac- 
tors. 

There is an increasing consensus that services for 
racial and ethnic minority adolescents would be 
improved if they were culturally competent." 
Culturally competent services for adolescents may 
be difficult to design, though, because there is httle 
systematic information about how racial and ethnic 
minority and poor adolescents experience adoles- 
cence. There is beginning to be some systematic 
analysis of what a culturally competent system of 
care is, but the knowledge base has not yet been 
applied systematically to the design of training 
programs for health care and other service providers. 
Overall, there is httle systematic description of how 
services have been developed or adapted to meet the 
specific needs of racial and minority adolescents, 
and less scientific evaluation of the effectiveness of 
available services. There are, however, very few 



health care providers who are racial or ethnic 
minorities. The number who are racial and ethnic 
minorities and trained to work specifically with 
adolescents is not known. 

As health care providers and policymakers con- 
sider the impact of racial or ethnic minority status on 
individual adolescents and the impact of coming into 
adolescence on individuals from specific racial or 
ethnic minority groups, they should take numerous 
factors into account. Such factors include: 

• demographic factors (e.g., the size of the 
adolescents' minority group; its relative distri- 
bution in the wider society and the adolescent's 
immediate community; and its geographic lo- 
cation, whether urban or rural); 

• historical factors (e.g., whether the group at 
large immigrated voluntarily or was forced to 
relocate to the United States; the history of 
discrimination against the group); and 

• contemporary * *sociocultural* * factors (e.g., the 
beliefs, values, social perceptions, and behav- 
iors of the minority group at large; available 
social institutions, such as the role of a church 
or religion). 

Health care providers and policymakers should 
also recognize that the adolescent *s basic challenge 
of forming an identity may be made more difficult 
for those racial and ethnic minority adolescents who 
are faced with the challenge of straddling two (or 
more) cultures. 

Rural Adolescents 

With the exception of the higher rate of accidental 
injuries (due in part to farm injuries) and lower rate 
of delinquency for adolescents living in rural areas, 
there arc few known sizable ruial-urban differences 
in adolescent health. Although research on adoles- 
cents living in rural areas is limited, this suggests 
that rural adolescents are at least as likely to 
experience many of the same health problems 
experienced by adolescents in metropolitan areas. 
However, additional descriptive research designed 
to separate rural, regional, social class, and ethnic 
factors is needed, in addition to analyses to deter- 
mine the possibly differential effects of particular 
dimensions of rural life (e.g., Uving on a farm v. in 
a town) on fli olescent health and well-being. 

Rural adolescents' access to health services is 
limited by shortages of professionally staffed mental 
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and physical health services, transportation prob- 
lems, and less access to Medicaid in rural States 
(204). Thus, adolescents in rural areas are especially 
likely to receive their health care from hospital 
clinics, and are relatively unlikely to have any 
consistent source of care (137). Some research 
suggests that adolescents who hve on farms are 
particularly unlikely to have access to sources of 
health care (263). Innovations in efforts to provide 
more comprehensive and integrated services will 
have to be adapted to the specific needs of riiral 
adolescents, and specific limitations in health care 
resources (e.g., the relative scarcity of health care 
professionals). 

Summary 

As is documented throughout this Report, U.S. 
adolescents face a number of health problems that 
could very well be ameliorated by access to health 
and related services.^^ Thus, the conventional wis- 
dom that adolescents as a group are so healthy they 
do not require health services is not justified. It is 
disturbing, then, to note that many adolescents face 
barriers to access to health services. Some of the 
barriers are common to individuals in other age 
groups (e.g., lack of health insurance, inadequate 
coverage), but some of tLem are unique to, or 
particularly affect, adolescents (e.g., lack of inde- 
pendent income, requirements for parental consent, 
lack of information about the need for and availabil- 
ity of health services). This chapter pulls together 
evidence that some groups of adolescents — 
adolesce Its in poor fannilies, racial and ethnic 
minority adolescents, and rural adolescents — are 
particularly at risk for selected health problems and 
for problems in access. Rather than stereotyping 
adolescents by one factor or another, however, it is 
important to note that the health issues and barriers 
to service faced by any adolescent depend on a 
variety of interrelated factors. Adolescents who are 
poor, minority, and living in a rural area will face 
somewhat different issues than those who are poor, 
minority and living in an impoverished inner-city 
area. The families of black adolescents may sub- 
scribe to health-related beliefs and behaviors that 
differ from those of poor white rural adolescents, of 
recently arrived inmiigrants from Cambodia, or of 
Native Hawaiians. 



Unfortunately, a lack of research attention to 
issues affecting many of the adolescents discussed in 
this chapter typically makes it difficult to design a 
detailed and specific public policy response to these 
adolescents' health and related needs. Thus, an 
enhanced commitment to research on the health 
needs and developmental experiences of poor, racial 
and ethnic minority adolescents, and adolescents in 
rur'^l areas, and the relationships among these 
specific background factors, should be a top priority 
for ^propriate pubhc policy intervention* Unfortu- 
nately, iht development of an integrated and com* 
prehensive research base may be impeded by the 
fragmented Federal ^preach to adolescent health 
issues.^^ 

As an adequate research base is developed, 
however, much of the information provided in this 
chapter and elsewhere in this Report can be used to 
help improve the health of those adolescents particu- 
larly at risk. Examples of changes that could be made 
at the Federal level and elsewhere include the 
following: 

« Expand support for training of racial and ethnic 
mmority, rural, and low-income health care 
providers with an interest in adolescent health 
care; 

• Support training in cultural competence for 
health care providers who work with racial and 
ethnic minority adolescents, incorporating eval- 
uations of the effects of such changes; 

• Support the expansion of data collection efforts 
to oversample racial and ethnic minority ado- 
lescents and to include information on socioec- 
onomic status; 

• Collect data on the availability and accessibil- 
ity of health services for racial and ethnic 
minorities, rural, and poor adolescents, with 
such research to include adolescents' percep- 
tions of accessibility and availability; 

• Support efforts to improve environments in 
poor areas (including hard-hit farm-belt com- 
munities, Indian reservations, and inner cities), 
focusing on family supp>ort, improving school 
environments, improving substandard housing, 
increasing access to nutritional food, increasing 
access to recreational and fitness facilities and 



•^For a nmmxafy, tee Vol. I, '*Sunmi«ry ind Policy Options" of this Report. 

*^See ch. 19. '*The Federal Role in Adolescent Health,** in this volume, and VoL I, ''Summary and Policy Options/* 



2(2 



Chapter 1&— Issues in the Delfvery of Services to Selected Groups of Adolescents • 111-203 



activities, and, where needed, increasing access 
to appropriate adult role models.^ 

In addition, the major policy options suggested as 
a result of OTA's analysis are designed to help 
improve in particular the lives of those adolescents 
at greatest risk of health problems.*^ Finally, OTA 
finds that any policy changes should be undertaken 
with attention to a guiding principle of providing a 
prolonged sympathetic and supportive environment 
for all adolescents, of whatever socioeconomic 
status, race, ethnicity, or residence. Such a change in 
policy orientation is essential to help adolescents 
face a crucial turning point in their lives, and may be 
essential to the well-being of the Nation as well.^ 
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Chapter 19 

THE ROLE OF FEDERAL AGENCIES IN ADOLESCENT HEALTH 



Introduction 

The Federal Government has both direct and 
indirect involvement in providing services, develop- 
ing policies, designing and implementing programs, 
and conducting research aimed at improving the 
health of adolescents. Some Federal efforts target 
adolescents specifically, and other Federal efforts 
are aimed at a more general population that includes 
adolescents. Because of the way funds are allocated, 
it is difficult to ascertain the extent to which the 
Federal Government sup^ orts activities designed to 
improve the health of adolescents* 

As part of its adolescent health project, OTA 
surveyed Federal agencies that it identified as 
possibly having a role in adolescent health. The 
survey included agencies of the U.S. Department of 
Health and Human Services (DHHS) and of the U.S. 
Departments of Agriculture, Commerce, Defense, 
Education, Interior, Justice, Labor, and Transporta- 
tion, and several independent Federal agencies such 
as ACTION (see table 19-1). Agencies were asked 
about the following: 

• their definition of adolescence; 

• current agency research priority areas; 

• overall agency budgets for fiscal years 1979 
through 1990; 

• level of funding for adolescent initiatives for 
fiscal years 1979 through 1990; 

• research activities and demonstration projects 
related io adolescents; 

• participation in intra-agency and interagency 
coordination activities related to adolescents; 
and 

• data collection activities related to adolescents. 

The findings of OTA's survey clearly indicate that 
the Federal Government funds numerous activities 
aimed at improving the health of adolescents. This 
chapter analyzes the information sent to OTA in 
response to its survey questionnaire regarding Fed- 
eral agencies' adolescent health initiatives. Unless 
otherwise indicated, the information in this chs^ter 
is £rom Federal agency responses to this question- 
naire. Other sources of information are used to 
provide context to the discussion. 
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The Federal agencies that were sent OTA's survey 
questionnaire were also invited to send representa- 
tives to OTA for a 1-day discussion on the Federal 
role in adolescent health. OTA*s workshop for 
Federal agencies was held in October 1989» and the 
discussions arc summarized and incorporated into 
the conclusions of this chapter. 

Federal Agencies' Definitions of the 
Adolescent Population 

The Federal agencies responding to OTA*s survey 
defme adolescence inconsistently (see table 19-2). 
Definitions of adolescence or the ages it encom- 
passes vary not only from one Federal department to 
another but also within departments and even within 
agencies. 

The variation in defmitions of adolescence is 
particularly evident within the Public Health Service 
of DHHS. Within the National Instihites of Health, 
for exan^le, the National Institute of CMd Health 
and Human Development defines adolescence as 
including, bUi not being restricted to, ages 12 and 19. 
Other institutes within the National Institutes of 
Health defme adolescence very broadly. The Na- 
tional Institute of Neurological Disorders and 
Stroke, for example, defines adolescence as the 
period between late childhood and early adulthood. 

Within the Centers for Disease Control, the 
definition of adolescence also varies. It is ages 10 to 
19 in the Division of Adolescent and School 
Inununization and ages 10 to 18 in the National 
AIDS Infomiation and Education Program. Further, 
within the Health Resources and Services Adminis- 
tration's Bureau of Health Care Delivery and Assist- 
ance, definitions of adolescence vary by program: 

• community/migrant health centers programs, 
ages 10 to 19; 

• homeless programs, ages 15 to 19; 

• perinatal programs, under age IS and ages IS to 
19; and 

• substance abuse programs, ages 13 to 19. 

A significant number of Federal agencies and 
programs do not define any particular age grouping 
as adolescence. These include the Family Support 
Administration of DHHS, the Bureau of the Census 
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Tabia 19-1— Primary Functions of U.S. Executive Branch Agencies With a Role in Adolescent Health* 

^g*"gy FSimaryfunctton(g) 

1* l^mSrtl!!!!!,'!*®!,!??!:!? /tS^""**'^'* services (DHHS) . Admimstef s a wWe range Of programs related to health, welfare, and \ncowB security. 

■ P^^S'Supfwrt Administration (FSA) Administers various programs intended to strengthen the American family. 

A. Offlceof Family Assistance Administers the Aid to Families With DepenrientCNIdren(AFDC) program and the Job Opport^^^ 

D r^u^ 4 e ^""^ Training (JOBS) progrf m 

r « Slln^l'^P*^ . Supports State efforts to enforce support jfaligatlons owed tiy absent parents to their children. 

C. Office of Community Services Administer8thea>mmunity8ervlcesl)loc^.grantanddi8CTetlonarygrant programs. whichasslstpoor 

P9Opl0« 

2. Health Care Rnandng Administration (HCFA) Administers the i^ic«<<^ and Medicare programs. 

3. Office of Human Development Services (OHDS) Oversees various human services programs for the ekieify. cNldren and youth, families. Native 

... ^, . Americans, persons IMng in njral areas, and people with disabilities. 

A Administration for Native Americans Advises the Assistant Seaetary for Human Development Services on matters related to American 

Indians and other Native Americans. AdminMars a grant program and provides technical 
assistance to Native American organizations to help them implement locaHy determined social 

_ . . and economic development strategies. 

B. Administration on Development Disabilities Administers the Development Disabilities Act and supports the development and coordination of 

r> ■ . . . , ^u .. w . programs for developmentally disabled persons of aH ages. 

C. Administration for Children, Youth, and Families Funds comprehensive services for young children and their families through the Head Start program. 

Administers provisions of the CNid Abuse Prevention and Treatment Act and maneges a national 
clearinghouse on cNId atiuse and neglect. Provides Federal support for child welfare services 
flndudfng "^ederal funds for foster care maintenance). Administers the Runaway and Homeless 
A P. .hiir H.^aith /Puc\ « * prevention program for runaway and homeless youth. 

A A. S n A^f ^ "!L- ■ supports a wide vanety of efforts to improve the physical and rnentai health o.' AmerKans. 

A. Alcohol, Drug Abuse, and Mental Health Administration Supports efforts to increase knowledge about and to prevent and treat alcohol and drug abuse and 

mental health disorders in the United States 

• National Institute on Alcohol Alxjse and Alcoholism Conducts and supports research on alcohol abuse and alcoholism 

• National Institute on Drug Abuse Conducts and supports research on drug abuse 

. National Institute of Mental Health Conducts and supports research on mental health and the prevention and treatment of mental 

Illness. 

. Office for Substance Abuse Prevention Supports innovative prevertlon demonstration projects for Individuals at high risk for dmg or alcohol 

abuse; supports an Informatton clearinghouse with drug and atoohol abuse preventkm materials; 
. n«i«. fnr T,oa«n«„« i™«,«.«man» ^ pfOvWes tschnl^ asslstancs to SUtes; supports training for substance abuse counselors. 

. OffK» for Treatment Improvement Supports efforts by States and communities to Improve dmg and ak»hol abuse treatment programs- 

n P„ ni^oo r« . „. administers the akiohol. dmg abuse, and mental health services block grant program. 

B. Centers for Disease Control Administers nattonal programs for the prevention and control of oommunh^ diseases; chronic 

^ . , . _ diseases; and environmental health problems. 

• Center for Chronic Disease Prevention and Health 

Promotion Directs a national program aimed at the prevention of premature mortality, morbidity, and disability 

_ , , ^ due to chronk; ilnesses. 

-Olvlston of Adolesoent and School Health Administers programs to reduce health risks to adolescents through comprehensive school health 

. educatkm and other means. 

—Diviston of Reproductive Health Administers programs and conducts research in areas related to contraception, pregnancy, human 

reproductkm, axu* .'nfancy. 

"ITrh^lSdiXSr ""'^ ^'^"^ '^'^ r-pood^l to . wrvy conducttd by OTA in Augurt 1 989 to d«frmin« th« toop* .nd l«v*l .4 •dol«<»Tt4HMlth-r«l«t«d actmy 
'?fSSllf<r!)^tS'SJ?.'" ^'^ ^ Act to awit StstM in providing h.^th car, (..g., inp.tl.nt and outp.ti«n ••rvicM, family planning .arvio... 

Confymd on next pagt 
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Table 19-1— Primary Functions of U.S. Executive Branch Agencies With a Roie In Adolescent Health*— Continued 



Agency Primary functlon(8) 



• Center for Environmental Health and Injur)' Control Directs a national program aimed at promoting a healthy environment and preventing premature 

death, avoidable Illness, and disability caused by environmental and related factors. 

—Division of Injury Control Administers and directo programs on the prevention and control of Intentional and unintentional 

in|uries. 

—Division of Birth Defects and Developmental Disabilities .... Administers prograra directed toward determining the environmental causes of selected adverse 

reproductive outcomes and perinatal and childhood disabilities. 

• Center for Infectious Diseases Directs a national program aimed at Improving the Idemiflcatlon.lmw 

and control of Infectious diseases. 

—Division of HIV/AIDS Conducts studies, develops guidelines, evaluates programs and disseminates Information on the 

prevention of human Immmunodefidency vims (HIV) Infection and acquired Imnunodefldency 
syndrome (AIDS). 

• Center for Prevention Services Directe national programs of assistance Involving preventive health services to State and local health 

agencies* 

—Division of STDs and HIV Prevention Administers pn>granrie, in cooperation with other CDC components, for the preventk^ 

sexually transmitted diseases (STDs). Including HIV infection. 

• National AIDS Information and Education Program Disseminates information about MV Infection and AIDS to the public through various means (mass 

media, national information hotline, and clearinghouse). 

• National Center for Health Statistics Cctocts, analyzes, and disseminates health statistics on acth^tles that r-tete to health status, needs. 

and resources. 

C. Health Resources and Services Administration (HRSA) Oversees a number of programs on general health services and resource Issues relating to access. 

e(^ty, quality, and cost of care; helps coordinate government and private efforts on behalf of ojral 
health facilities. 

• Bureau of Health Care Delivery and Assistance Supports States and oonwnunltles In their efforts to plan, organize, and deliver health care services 

to medically underserved populations, and to special services populations such as migrants and 
homeless people. Administers the National Health Service Corps Program 

• Bureau of Health Professions Undertakes efforts to Improve the educetlon. distribution, and quality of health c^^^ 

the United States. 

• Bureau of Maternal and Child Health*^ Supports Statec and communities In their efforts to plan, organize, and deliver health care services 

to mothers and children. Airards maternal and child health block grants to States and 
disaettonary grants for devetoping rkkMs of health care delivery to mothers and children, 
including adolescents. 

D. Indian Health Service (IHS) Provkles health services for American Indians and Alaska Natives. 

E. National Institutes of Health (NIH) Conducts and supports btomedtoal research into the causes, preventton, and care of diseases. 

• Natk>nal Cancer institute Conducts and supports research on the causes, preventton, diagnosis, and treatment of cancer. 

• Nattonal Eye institute Research on the eye and visual disorders. 

• Nattonal Heart Lung, and Stood Institute Conducts and supports reaeandi on the causes, diagnosis, prevention, and treatm^ 

vessel, kjng, and btood diseases. Conducu educattonal activities related to the preventton of 
these diseases. 

• Nattonal Institute of Allergy and Infectious Diseases Conducts and supports research on the causes, characteristtos. preventton, control and treatment 

of a wkJe variety of diseases believed to be attributable to infectkxjs ^fents, to allergtos. or to 
other defkiendes or disorders In the responses of the bod/s imruna mechanisms. 

• Natk>nai Institute of Arthritis and Mu$cuk>8keletal and 

Skin Diseases Research on arthritis (Including Juvenile arthritis) and nHiscutoskeletal and skin disorders (e.g., 

nfHiscular dystrophies, acne). 

^Burt^' ^^^^ of Mtttf nal and Child H#«lth and R«fouroet D«v»lopni«r»t spilt into two sepsrate burMut: 1 ) th«Bure«u of Maternal and ChlW Haalth. and 2) tha Healtii RatourcM Devalopmw^ 
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Table 19*1— Primary Functions of U.S. Executive Branch Agencies With a Role in Adolescent Health'— Continued 

Agency Primary function(s) 

• National Institute of v'WId Health and Human Development . . Conducts and supports multldlsciplinary behavioral and biomedical research on cWW health and 

maternal health, on problems of human development (e.g.. mental retardation) and on family 
structure. Supports research on new oontraoeptlves and AIDS. 

• National Institute of Dental Research Research aimed at eliminating tooth decay and an array of other oral-fadal disorders, 

• National Institute of Diabetes and Digestive and 

KI<*iey Diseases ConAJcts and supports research Into the causes, prevention, dl^jnosis, and treatment of various 

metabolic and digesth^ diseases (e.g.. Juvenile diabetes, cystic fibrosis, sickle-oell anemia. 
hemopNIla). 

• National institute of Envlronnrwntal Health Sciences Conducts and supports research to understand the effects of chemical, biological, and physical 

factors In the environment on health. 

• National Institute of Neurological and Communlcath^e 

Disorders and Stroke {NINCDS)<* Conducts and supports research on neurological disorders (e.g.. head and spinal cord injury) and 

stroke. 

• National Center for Nursing Research Administers programs and research training prograrnsfitfnied at promoting the quality of re^^^ 

nursing and patient care, including care for adolesoents. 

F. Office of the Assistant Secretary of Health (CASH) Aids the Secretary of Health with man^ment responsibilities of the department. 

• Of fee of Disease Prevention and Health Promotion Supports and coordinates prevention programs within the Ak»hol, Drug Abuse, and l^ental Health 

Administration, the Centers for Disease Control, the Food and Drug Administration, the Health 
Resources and Services Administration, and the National Institutes of Health. 

• Office of Minority Health Ensures that DHHS funds are used to address minority health problems by organizing, and 

assessing current programs for minority health problems; provkies technk^al assistance to States 
^ ^ and iccal governments with respect to their efforts to address minority health Issues.* 

• Offceof Population Affairs Carries out PuWte Health Service ActTltleX and Title XX programs related to adolescent pre^ 

family planning, and populatton research. 

G. Social Security Administration AdmlnlsterstheOWAgeSurvlvorsand Disability Insurance ProgramandtheSupplementalSec^ 

Income Program, 

ACTION Administers several Federal domestic volunteer service programs, including VISTA, the Foster 

Qrandparents Program, and Student Community Service Projects.' 

NATIONAL SCIENCE FOUNDATION Supports research In sdence and engineering through grants to universities and other research 

organizatkins. 

U.S. CONSUMER PRODUCT SAFETY COMMISSION Collects lnformatk>n on consumer-product related ir^uries. promotes research on the causes and 

preventkKi of such Injuries, develops vokjntary or mandatory standards for consumer products, 
and sometimes bans hazardous products. 

U S. DEPARTMENT OF AGRICULTURE (USDA) Administers a wide range of programs related to farms, nutrition, food, hunger, mral devetopment. 

and the environment 

1 . Off k» of the Assistant Secretary. Food and Consumer Services 

A. Food and Nutrition Servtee Administers several prograrm to rnakefood assistance available to needy people. 

Stamp Program, the School Breakfast Program, the Food Distributkm Program, and the Special 
Supplemental Food Program for Women. Infants, and Children. Also gives grants to States lor 
disseminating nutrttk>n lnformatk)n to children. 

Human Nutrltk>n Information Servk:e Performs research In human nutrittoninriorttors food and nutriemoons^^ 

disseminates Intormatkm on nutfttk>n* 

S '^f J^*"^^^' '^•T!?i?J ^"^ Communlcetive Dltofdert and 8troks split Into two teperate institutes: 1) ths National Instltut* of NMirok>oicel Ditordsrs and Stroks. and 
2) the National Institute on Deafness and 0(n«r Communication Disordars. 

•Thaae were its functions prtor to tha pasMge of Public Law 101 -527. whksh established separate funding for en Off tee of Minority Health In DHHS. 
mieea were its functtene prtor to peseage of the Nattonal and Community Service Act (Publte Law 101-610). 
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TaWe 19-1— Primary Functions of U.S. Executive Branch Agencies With a Role In Adolescent Health*-^ontlnued 



Apency Primary functk)n(8) 

2. Office of the Assistarit Secretary, Sdence and Educatk>n 

A. Extension Servkse Serves as USDAs educational agency and Is the Federal partner In the Cooperative Extension 

System, a nationwide educational network that provides access to food- and agriculture-related 
research, science and technotogy. Recent initiatives Include programs on human nutri t ''>n, youth 
at risic, txillding human capital, and family and economic well*being. 

OEMRTMEKT OF COMMERCE AdmlnlstersawWerangeofprograrnstoproniotetheNation'sinternatlonal trade, eoonomicgro 

and technical advancement. 

1 . Bureau of the Census Collects, tabulates, and puKillshes or othemvise makes available a wide variety of statistical data on 

the U.S. popuiatton and the economy. 

U.S. DEPARTMENT OF DEFENSE Oversees U.S. military fbroes and various civilian defense agencies. 

1 . Off k» of Civilian Health and Medical Program of the 

Uniformed Servk»s (CHAMPUS) Adminlstersadvllian health and nriedtealprogramfCrf^reUreesandspousesanddepend^ 

duty, retired, and deceased members of the military. 

^'^^^^^^^^^ EDUCATION Establishes policy for, administers, and coordinates most Federal assistance for education. 

1 . Office of the Assistant Secretary for Elementary and 

Secondary Education Formulatespoliciesfor.dlrects,andooordlnatespfogranisfdrelemertaryandsecon^ 

Administers grants to States and k>cal school districts for Indian and migrant education, as well 
as grants to help schools meet the educattonal needs of educationally disadvantaged children 
{e g . neglected or deHnquent cNWren under State care). 

2. Office of the Assistant Secretary for Educational Research 

and Improvement Administers functions concerning research, statistk», demonstrations, and assessment. Adnilnls* 

« _^ * I ^ disaetionaf y grants to Improve health education for elementary and secondary students. 

3. Office of the Assistant Secretary for Special Education and 

RehaWlltatlve Service Administers programs In special education and provides servtees designed to meet the needs and 

develop the full potential of handicapped children. 

4. Office of Bilingual EtiJcatlon and Minority Languages Affairs Provides surJort for programs to meet the special educational needs of minority languages 

populations. 

5. Office of the Assistant Secretary for Vocational and 

AUjIt Education , . Administers programs of grants and assistance for vocational and technical education and 

coordinates rural educatk>n programs. 

U.S. DEPARTMENT OF THE INTERIOR Has responsibility for the stewardsNp of nationally owned lands and natural resources; has trust 

responsHaillties for Annerk:an Indian reservations. 
1 . Bureau of Indian Affairs Worics with American Indlanand Alaska Native people to develop and implement educational, social. 

and community development programs. 

U.S. DEPARTMENT OF JUSTICE Has broad responsibilities related to law enforcen)ent,lnduding oversight 

Investigation, the Dnig Enforcement Administration, the Bureau of Prisons, the U.S. Marshals 
Servkse, the Immigration and Naturallzatk>n Service, and the Department's Civil Rights Division, 
Antitrust Division, Tax Dhrtsion, Civil Division, Criminal Division, Environment and Natural 
Resources Divlsk>n, etc. 

1 . Office of Justice Programs^ 

A. Bureau of Justice Assistance Provkies financial and technical assistance to States and \ocal governments to control dmg abuse 

and violent crime and Improve the criminal justice system. 

"Il2:ttalfr«^^ 
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Table 19-1— Primary Functions of U.S. Executive Branch Agencies With a Role In Adolescent Health*— Continued 



Agency Primary function(<) 

B. Bureau of Justice Statistics Collects, analyzes, and disseminates information about crime, and the operation of the criminal 

Justice system at aH levels of government. 

C. National Institute of Justice ^Atortts to Impiove the criminal Justice system, address crime prevention and control, and enhance 

community safMy and security* 

D Offlceof Juvenile Justice and Uellnquency Prevention Administers programs and policies Intended to Improve the Juvenile Justice system; af^ists 

communities In responding to the needs of Juveniles; assesses the factors that contribute to 
Juvenile delinquency; and Informs practitioners about research findings and successful 
interventions. 

E. Office for Victims of Crime Carries out activities mandated by the Victims off Crime Act of 1964. 

U.S. DFPARTMENT OF LABOR Fosters U.S. woriws' welfare, improves their woridng oondltlonsp and promotes opportunities for 

employment 

1 . Employment and Tracing Administration Has responsibilities related to employment services, unemptoynient insurance, and Job training. 

Administers the Job Training Partnership Act, which authorizes block grants to States for Job 
training programs for economically discKJvantaged individuals and provides authority for the Job 
Corps. 

US DEPARTtlEKT OF TRANSPORTATION Developscoordlnatednatlonaltransportattonpolldesandoverseesawl^ 

programs carried out by nine operating administrations (aviation, highway, railroad; highway 
traffic safety; urban mass transportation, eta). 

1. Federal Highway Administration Administers the Federal-aid highway program of financial assistance to the States for highway 

construction and improvements, such as highway repairs and maintenance, which Improve the 
safety of the roads; exercises Jurisdiction over oommerdal motor carriers in Interstate commerce. 

2. National Highway Traffic Safety Administration Carries out programs and research related to the safety and performance off motor vehicles, and 

related equipment. 

NATIONAL TRANSPORTATION SAFETY BOARD Conducts Independent investigations Of accidents and other safety problems 

md(ee rxommendatlons to Federal agencies, the transportation industry, and others on safety 
measures and policies. 

SOURCE: U.S. Congrsss. Offics of Tschnology Assassm^ntTn^Oi . based on Nstlonsi Archives and Rsoofds Adm migration, Offtes of ths Fsdsral Raglstsr, 77)s Unitmd Sttfas Qovmtm^nt 
Mwwtl 1990/91 (Wsshlngton DC: U.S. Qovsrnment Printing OTfios, Jiiy 1, 1900). 
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Table 19-2— How Adolescence is Defined by Different Federal Agencies and Their Components 
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Federal agency 



Definition of 
adoiesoenoe 



Dlatinctions between 
early, middle, and 
late adolescence 



Reason(8) for definition 
or distinctions chosen 



ACTION 

U.S. CONSUMER PRODUCT SAFETY 
COMMISSION 



U.S, DEPARTMENT OF AGRICULTURE 
Office of the Assistant Secretary, Science and 
Education 

• Extension Service's 4'H Program 
Office of Assistant Secretary, Food and 
Consumer Services 

• Food and Nutrition Service 



U.S. DEPARTMENT OF COMMERCE 

Bureau of the Census 



U.S. DEPARTMENT OF DEFENSE 



Civilian Health and Medical Program of the 
Uniformed Services (CHAMPUS) 



U.S. DEPARTMENT OF EDUCATION 



Office of Elementary and Secondary Education 

• Office of Indian Education 

• Office of Migrant Education 

Office of Special Education and Rehabilitative 
Services 



10to19 

None, Often, age groups are related 
to factors, such as product design 
or phyi'4cAi characteristics, of the 
population. Data are usually re- 
ported as ages 5 to 14 and 15 to 
24, 

Age guideline of 9 to 19, Most State? 
have adopted an earlier age for 
participation. 



None. Some data are collected by 
single year of age or school grade. 
For example, the Food Stamp Pro- 
gram reports on children and ado- 
lescents ages 5 to 17 receiving 
food stamps. 

Not specified. Data are reported by 
single year of age and for various 
age groups (l.e„ 1 0 to 1 4 and 1 5 to 
19); data user can pay for other 
age breaks. 

Two military services use 10 to 18. 
Remaining two use 12 to 18. 

None. IndlvidurJs less than age 21 are 
considered oNldren, and thoee over 
21 are considered adults. Data are 
collected for 10- to 14-year-olds 
and IS- to 19-year-olds, 

Although no Department-wide defini- 
tion exists and definitions may 
vary by program, adolescents are 
generaliy considered to be In 
grades / through 12. 

None 

None 

Unofficially, 10 to 21. 
None 



None 
None 



Early: < 11. 
Mld(fe:11 to 14. 
Ute:15to19. 



None 



None, Data users can aeate their own 
age groups. 



Yes* 
None 



None 



None 
None 
None 



Executive policy decision 
Not appllcabie 



Lower age limit of 9 chosen t)ecause 
of the need to work with younger 
adolescents due to health related 
issues. 



Not applicable 



Requests from data users and the 
judgments of the Census Bureau's 
professional staff. 



Programs are geared to adolescents 
based on their growth, develop- 
ment and maturation levels. 

Statutes determine age when it Is a 
factor for eligibility. 



Traditional grouplr)g 



Not applicable 
Not applicable 
Not applicable 



^Definitionft not provided. 
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"hbla 19-2— How Adolescence Is Defined by Different Federal Agencies and Their Components— Continued 



Federal agency 



Definition of 
adoiescence 



Distinctions between 
aarty» middle, and 
late adolesoence 



Reason(8) for definition 
or dlstlrurtions chosen 



Office of Special Education Programs 



• National Institute on Disability arKi Rehabili- 
tation Research 

U.S. DEPARTMENT OF HEALTH AND HUMAN 
SERVICES 

Assistant Secretary for Planning and Evaluation 



Family Support Administration 

Health Care Rnandng Administration 
Office of Human Development Services 



Public Health Service 
A. Alcohol, Drug Abuse* and Mental Health 
Administration 

• National Institute on Alcohol Abuse and 
Alcoholism 

• National Institute on Drug Abuse 

• National Institute of Mental Health 



None. Ages 1 2 to 1 7 and 18 to 21 are 
used in the Annual Report to Con- 
gress, 

None. Age groupings may or may not 
be defined within project guide- 
lines. 



10 to 18 



Not specified. For recipient children 
under age 1 8, data are reported by 
year, and parent recipients are 
reported by age group 1 1 to 18, 

None. Ellglbiltty for Medicaid IrKludes 
individuals less than age 18. 

Varies. Social services b^ock grants: 
varies. 

Child welfare services: under 21 . 
Child welfare research: not speci- 
fied. 

Foster care: under 18. 
Independent IMng program: over 
16. 

Runaway & homeless youth pro- 
gram: 10 to 18. 



13 to 21 

None Research projects target the 
rar>ge of 12- to 21-year^lds. 

NoNIMH-wldedeflnitlon. butthe Child 
and Adoiesoent Disorders Research 
Branch defines adoiescence as 1 0 
to 18. 



No specific distinctions. However, 
States report child data as 6 to 1 1 , 
12 to 17, and 18 to 21. 

Not unless done wItNn a specific 
project 



Yes* 



Not provided 



None 



Sometimes nnade in discretionary pri- 
orities. 



None 

None. Studies test programs for ado- 
lescents of differing ages. 

Does not cods grants by these cate- 
gories, butNIMH clinical Investiga- 
tors often use such categories — 
Eariy:10to13. 
Middle: 14 to 17. 
Late: 18 to 24. 



Ugislatlvely mar)date<f 



Legislatively mandaterf> 



Age 1 0 generally marks the beginning 
of puberty, and at age 1 8 Individu- 
als are no longer eligible for ASPE 
social services. 

Not provided 



Not appiicabie 

Required urKler legislative authority: 
Adoption Assistance Act (Public 
Law 92-272)— under age 18 ex* 
oept where mental or physical hand- 
icap warrants continuation until 
age 21 . Child Abuse Prevention 
and Treatment Act (Public Law 
93*247)--under age 1 8 or as spec- 
ified by the State's child protection 
law. 



Not applicable 

Determined by study questions and 
research subject eliglbiilty. 

Age groups make sense developnnen- 
taiy in terms of psychosocial stres- 
sors and role transitions. 
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^Dtff initions not provided. 

^Servtess may bs provided until ag« 22 und«f th« Education for Alt Handicappsd Childrto Act (Publte Lsw 94-142). Titto I of th« R«h«bitltatlon Act 
with potential vooatkinal abilitiM with no 8«t lowsr ag* limit. The Fair Labor Standards Act. howevar. attabllshad tha age of 14 as approprtata 
tha aga of 16 as allgibia for ampioymant. 



pfovtdaa for dallvary of tarvica to Indlvidualt 
for ampioymant. Moat school diatrtcta targat 
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Table 19-2— How Adolescence is Defined by Different Federal Agencies and Their Componants-^Continued 







Distinctions between 






Definition of 


early, middle, ar^d 


Reason(8) for definition 


Federal agency 


audescenoe 


late adolescertce 


or distinctions choaen 


• Office for Substance Abuse Prevention 


Under age 21. Data age breaks In- 


Early: 10 to 14. 


Based on convenience of program 




du Je adolescent ages 1 0 to 1 2 J 3 


Middle: 14 to 17. 


administration, as with school- 




to15J6to18, 19 to 21. 


Late: 17 to 20, 


based programs, and on findings 








In developmental psychology liter- 








ature. Under 21 age group defined 








by OSAPs authorizing legislation. 


B, Centers for Disease Control 






• Center for Chronic Disease Prevention 








and Health PronxHIon 








—Division of Adolescent and School 


lOto 19 


Ye8<= 


Uses the \Ator1d Health Organization 


Health 






definition. 


—Division of Reproductive Health 


12to 19 


Early: 12 to 14. 


Very few births occur to adolescents 






Middle: 15 to 17. 


under age 12. Rfteen to 17-year- 






Late: 18 to 19. 


olds may still t)e In school and the 








proportion married Is different than 








the 18- to 19-year-oids. 


• Center for Environmental Health and 


None 


None 


Not applicable 


Injury Control 






—Division of Injury Control 


None 


None 


Not applicable 


— Disabilities Prevention Program 


None 


None 


Not applicable 


• Center for Infectious Diseases 






—Division of HIV/AIDS 


13 to 19 


None 


Children under age 12 unlikely to 








become Infected with the AIDS 








virus through sexual contact. Age 








19 Is stin considered an adoles- 








cent. 


• Center for Prevention Services 








— Division of Immunization 


1 0 to 24 


Early: 10 to 14. 


Standard age groups of the Census 






Middle: 15 to 19. 


Bureau. 






Late: 20 to 24. 




—Division of STDs and HIV Prevention 


10 to 19. Data provided for adoles- 


None 


For STD morbidity purposes, there 




cents ageo 10 to 14 and 1^ to 19. 




are differences In Infection rates 








between 10- to 14-year-olds and 


—Division of Tuberculosis Control 






15*to 19-year-old8. 


1 0 to 19. Data provided for adoles- 


None 


Age groups used by other CDC sur- 




cents ages 10 to 14 and 15 to 19. 




velllance programs. 


— National AIDS Information and 


lOto 18 


None 


Selected on the advice of the Division 


PHiK^jitiAn PrnnrfifTi 






Qi AODiesoeru ana ocnooi noaiin 








and the advice of national youth- 








serving organizations. 


• National Center for Health Statistics 


No uniform definition, NCHS does 


None 


Not applicable 




collect data on all age groups, by 






individual year. 
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<^A1 though th« Division of Adolssc«nt and School Health does not have a standard definition for aarly. mlddla. and lata adolaM^anoa. tha Division doaa diatinguish batwaan aga groupa 
in particular cnsas. For axampla, tha "Quidallnaa for Effactlva School Health Education To Prevent tha Spread of AIDS" includes Infomiation approprlata for early alanmitary, late 
alamantary/middia school, and junior/senior high school studanta (18). 

Continued on next 
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Table 19-2— How Adolescence Is Defined by Different Federal Agencies and Their Components— Continued 



Federal agency 



Bureau of MaterrmI and Child HeaJth and 

Resources Developnr^ jnf* 

—Office of Maternal and Child Health 



D. Indian Health Service 



National Institutes of Health 

• National Cancer Institute 

• National Center for Nursing Research 

• National Center for Research Resources 

• National Eye Institute 

« National Heart, Lung, and Blood Institute 



National Institute of AAergy and Infectious 
Diseases 

National Institute of Arthritis and Musculo- 
skeletaJ and Skin Diseases 
National Institute of Child Health and 
Human Development 
National Institute of Diabetes and 
Digestive and Kidney Diseases 
National Institute of Neurological and 
Communicative Disorders and Stroke* 



Def lnltk)n of 
adolescence 



Distinctions betv«een 
early, mkidle, and 
late adolesoence 



Reason(8) for definltk>n 
or distinctions chosen 



C. Health Resources and Services 
Administration 

• Office of Rural Health Polk:y 

• Bureau of Health Care Delivery and 
Assistance 



None. Does not collect data on ado- 
lescents. 

Varies by program: 

Community/Migrant Health 
Center (C/MHC): 10 to 19. 
Homeless: IS to 19. 
Perinatal: < 1 5 and 1 5 to 1 9. 
Substance abuse: 13 to 19. 



10to19 



None. However. IHS health care pro- 
viders accept the 10 to 19 defini- 
tion. Data can be sorted by any 
age grouping. 

12 to 19 

13 to 18 

Puberty to maturity* 
Notpfovk*^ J 

Qener£jiy. ages 12 to 18 for school- 
t)ased programs. Ages 10 to 12 
are considered preadolesoents, 

13 to 20 

12 to 21 

Includes, but Is not restrtoted to. ages 

12 to 19, 
12 to 21 

Pedod between late childhood and 
early adulthood. Most hospitals 
and other dInicaJ centers conduct- 
ing research supported by the In- 
stitute consider those under 16 as 
chlklren and those older than 16 
as young adults. 



None 



None 



Di5tir>guished only within program 
activities. 



None 



Not provkled 
Not provkJed 
Not provMed 
Not provkled 
Not provkJed 



Notprovkied 
Not pr ovkled 
Notprovkled 
Not provkied 
Not provkjed 



Not applk^able 

C/MHC age grouping Is based on 
those used t>y the Census Bureau. 
Others are program speoifk:. 



Based on Title V (Maternal and Child 
Health Services Bk>ck Oram) k»gls- 
latk)n and the recommendatbn of 
adolesoent health profassk^nals. 

Not applicable 



Not provkSed 
NotprovMed 
Not provkled 
Not provktod 
Not provktod 



Not provkled 
Not provkled 
Not provkied 
Not provkied 
Not provkled 
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<^Followlr>g OTA's survsy. the Bureau of Maternal and Child Haalth and Raaouroaa Davalopment split into tha Bureau of Maternal and Child Health and the Buraau of Health Raaouroaa 
Davaiopmant (aaa fig. 19-1). Raaponaaa wars raoaivedfrom the original Buraau. 

•In 1 900, tha Nattonal InstHuta of Naurological and Communicatlva DIaofdara and Stroke tpllt ink> two separata Institutes: 1 ) tha National Inatltuta of Neurological Diaordara and Stroiie. «nd 2) tha 
National kulituta on Daafnaaa and Other Communication Oiaordaf a. 



J2- 



Tabto 19-2— How AdolescdOM Is DsfiffMd by DIftorent Federal Agancias and Their Componants-^ntlnuad 



Federal aooncy 



Deflnltlon of 
adolescenoe 



Distinctions batWBen 
earty, mkMe, and 
late adolesoance 



Rea80n(8) for deflnltlon 
or disUnctlonB chosen 



R Office of th^ Assistant Secretary for Health 

• Office of Disease Prevention and Health 
Promotion 

• Off ice of Population Affairs 

U.S. DEMRTMENT OF THE INTERIOR 
U.S, DEMRTIIENT OF JUSTICE 
National Institute of Justice 



Office of Juvenile Justice and Delinquency 
Prevention 

U.S. DEPARTMENT OF LABOR 

Job Training Partnership Act Progranis 



Bureau of Apprenticeship and Training 



U.S. DEPARTMENT OF TRANSPORTATION 

Federal Highway Administration 



National Highway Traffic Safety Administration 



NATKDNALTRANSPORTATION SAFETY BOARD 



None 

None, but frequently targets 10- to 
19-year^olds. 

Not provided 

None, but specific research projects 
may address issues relevant to 
particular groupings. 

I^one' 



Primarily ages 16 to 21 . Limited pro- 
grams for 14- to IS-year-oWs. 

Age 16 and over. Data can be ob- 
tained for different age groups, but 
Is not routinely summarized In a 
report. 



Ages 10 to 20. Data stored by age so 
different age groupings possible. 



None. Targets the 15- to 24-year-old 
group, especially those under 21 . 
Age groups moet frequently used 
in data odtectlon, < 15. 15 to 17, 
18fo20. 

None 



None 

None, but recognizes that adolescwts 
of different ages have varying de- 
grees of need. 

Not provided 

None 



None 

Services for 14- and 15-year-oids are 
different than for 16- to 21-year- 
oids. 

None 



Early: 10 to 14. 
Middle: 15 to 17. 
Late: 18 to 20. 



None 



Nor>e 



^Und*r Till* II of th« 1 974 Juvwiito Juetios and Delinquency Prevwrtion Act. i 
ov»r d*llnqu*nt conduct and nonoinilnsl misbshavlor (ttatut offenses). 

SOURCE: Office of Technology Aseeeement, 1991. beeed on Federal agency 



Not applicable 

Uses data compiled by other agen- 
cies, such as the Census Bureau. 

Not provided 

Not applicable 

f^applicabie 

legislatively mandated 

Not applicabie 



Primarily because of drMng/drlnking 
cutoffs. The 15- to 17-year-olds 
arethelearner/limltede)9)erlenoed 
drivers; the 1 8- to ZO-year-olds are 
the more experienced drivers and 
before 1 987 were often legal drtoic* 
ers. 

Ages 15 to 24 represent the most 
tiBffic fatalittee, ir^urtes, and years 
of life tost in almost every motor 
veHde crash category. 

Not applicable 



L the office relies on state laws to define the age ol e juvenile for purpoee of Juvenile or famlty 
ee to the OHlce of Technoiooy Aeeeeemenft 19S9 queetionnsire regarding edoleeoent heeHh initletlves. 
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in the U.S. Department of Commerce, the Civilian 
Health and Medical Ptogram of the Uniformed 
Services (CHAMPUS) in the U.S. Department of 
Defense, the U.S. Department of Education, and 
programs within the U.S. Departments of Justice and 
Agriculture. Some Federal agencies that do not 
provide a specific adolescent definition do collect 
data on various age groups, allowing outside re- 
searchers the q>portunity to use their own adoles- 
cent age groups; these include the Bureau of the 
Census, the National Center for Health Statistics in 
DHHS, and the National Highway Traffic Safety 
Administration in the U.S. Department of Transpor- 
tation. 

Very few Federal agencies distinguish between 
early > middle « and late adolescence. Among those 
agencies that do have definitions, there appears to be 
T'cater agreement on the defmition of early adoles- 
cence than on the definitions of middle and late 
adolescence (i.e., when one ends and the other 
begins). Federal agencies, including the Division of 
Immunization within the Centers for Disease Con- 
trol of DHHS and the Office for Substance Abuse 
Prevention within the Alcohol, Drug Abuse, and 
Mental Health Administration of DHHS generally 
agree that early adolescence spans the ages of 10 to 
14. For the Division of Immunization, late adoles- 
cence begins at age 20; for the Office for Substance 
Abuse Prevention, middle adolescence ends at age 
17. 

The reasons underlying Federal agencies' choice 
of defmitions of adolescence (or lack thereof) are 
diverse. In some instances, State and Federal law 
require that adolescents of particular ages receive 
services. Thus, for example, the Bureau of Maternal 
and Child Health within the Health Resources and 
Services Administration of DHHS bases its 
defmition of 10 to 19 years on Title V of the Social 
Security Act, which authorizes the maternal and 
child health block grant program.^ Other Federal 
agencies, such as the Division of HTV/AIDS and the 
Division of Reproductive Health witlon the Centers 
for Disease Control, base their definitions of adoles- 
cence on their own practical experiences. The 
Federal Highway Administration of die U*S. Depart- 
ment of Transportation defines middle adolescence 
as ages IS to 17 and late adolescence as ages 18 to 



20, primarily because of the two age groups* 
differing driving experiences (i.e., 15- to 17-year- 
olds are considered inexperienced drivers). 

The use of differing definiticHis of adolescence by 
Federal agencies is understandable and is not 
necessarily indicative of a inx>blem. As discussed in 
Volume I, adolescence can be defined in physical, 
psychological, or social terms. In any event, chron- 
ological age is not necessarily consistent with any 
particular adolescent stage. Differing dennitions of 
adolescence may be troublesome, however, if Fed- 
eral agencies should be coordiuaiing their efforts, or 
if some categories of adolescents (e g,, early adoles- 
cents, such as 10- and 1 l-year-olds) who should be 
receiving attention from a particular agency are 
excluded from their mission by definition. 

Federal Programs and Expenditures 
for Aoolescents 

Given the various definitions of adolescence used 
by Federal agencies, and the way in which Federal 
funds are spent and distributed at the national, State, 
and local levels, determining the exact amount of 
money the Federal Government spends on adoles- 
cent** is impossible. Some Federal agencies serve 
adolescents as part of a larger population group 
receiving Federal funds, so their expenditures on 
adolescents are unknown. The U.S. Consumer 
Product Safety Commission and the U.S. Depart- 
mcnt of Agriculture's Food and Nutrition Service, 
for example, serve adolescents but do not have 
specific ftmds set aside for them. In order to give 
States greater control in planning, prognunming, and 
spending for programs, some Federal funds are 
distributed to States through block grants. Federal 
block grant funding is provided for maternal and 
child health services, social services, education, and 
alcohol, drag abuse, and mental health services. The 
provision of funding through block grant programs 
limits the Federal Government* s ability to analyze 
expenditures on services or programs targeted to 
specific populations, such as adolescents. 

Sometimes, Federal agency [niorities are set by 
the U.S. Congress. Recently, for example, congres- 
sional funding decisions have led DHHS to increase 
its en^hasis on activities related to the conse- 



^Block grams ire sitmi of FedmJ Ivtiidi Allotted to State agencies (e.g.. ediicmtiofi« hemtb) which vaty be pisMd omo load agencies. States detennioe 
the mix of icrvkcs provi<led and the population sor^ 

with prognm feqairanenti. Sometiinei, however, set-asides are required for ^Kcific population groups. 
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quenccs of adolescent sexual intercourse and illicit 
drug use. Activities related to the preventioa and 
control of other more prevalent conditions among 
adolescents, such as injuries, have received rela- 
tively little enq>hasi$. 

Federal programs and expenditures targeting ado- 
lescents within DHHS and other selected Federal 
agencies are discussed at greater length below. A 
summary of estimated expenditures by the agencies 
with the largest roles in adolescent health (broadly 
defined) can be found in figure 19* L 

U.S. Department of Health and Human 
Services: Programs and Expenditures for 
Adolescents 

Many DHHS agencies assist or have the potential 
to assist adolescents through a wide range of social 
services, health services, and welfare programs, as 
well as through research and demonstration projects 
(sec figure 19-2). In terms of expenditures for 
adolescents, however, the Office of Human Devel- 
opment Sen/ices and four agencies in the Public 
Health Service — the Alcohol, Drug Abuse, and 
Mental Health Administration, the Centers for 
Disease Control, the Health Resources and Services 
Administration, and the National Instil ^tes of Health 
— provide the bulk of adolescent services and pro- 
grams (see table 19-3).^ Additional agencies withio 
DHHS, some of which are discussed below, support 
activities that target or include adolescents. 

Family Support Administration 

The Family Support Administration of DHHS is 
responsible for programs intended to strengthen the 
American family. The Family Support Administra- 
tion has six major programs, but the primary 
program affecting adolescents is Aid to Families 
With Dependent Children (AFDC).^ 

The AFDC program, established in 1935, is a cash 
assistance program serving needy families with 
children and is funded jointly by Federal and State 
governments. States administer the program widiin 



broad Federal guidelines, and the Federal Govern- 
ment provides quality control and compliance re- 
views. The fiscal year 1989 AFDC budget totaled 
$17,245 biUion (103). 

lb help families meet fmancial needs and become 
self-sufficient, all States were required to inq>lement 
a Job Opportunity and Basic Skills (JOBS) training 
program by October 1, 1990, under the Family 
Support Act of 1988. The program gives families 
receiving AFDC payments the opportunity to take 
part in educati<», job training, and work e)q)erience 
programs. As they do with AFDC, States have 
flexibility to determine the types of services they 
offer (59). 

Under the Family Support Administration's dis- 
cretionary community service grants program, the 
Office of Community Services provides an annual 
grant to the National Collegiate Athletic Association 
for the National Youth Sports Program, which is a 
sununer recreational program for adolescents from 
low-income families (32).^ Hygiene and nutritional 
infonmation is presented as part of the program. In 
fiscal year 19SH), over $27 million was expected to 
be awarded for new discretionary community serv- 
ice grants (55 FR 10297).^ Additionally, community 
food and nutrition programs include adolescents as 
part of their service group. Adolescents may also be 
included as recipients under the emergency conrniu- 
nity services of the homeless grant program, which 
distributes funds to 57 States and territories (60). 
Under this program. States award all funds to 
community agencies to meet the health needs (e*g*, 
foUowup and long-term assistance and social serv- 
ices) of homeless individuals, including adolescents. 

Health Care Financing Administration 

One of the functions of the Health Care Financing 
Ailministration of DHHS is to administer the Medic- 
aid program. Medicaid was established in 1965 
under Title XIX of the Social Security Act to assist 
States in providing health care (e.g., inpatient and 
outpatient medical services, family plaiming serv- 
ices, prenatal care) to the ;K>or (80,81). 



^Within these age&det are specific prognmi hiving wlolctoeiitf as « pria»ry focus. These inchide die Diviskm of Adoksceot and School Health 
within the Centcn for Dlaeaie Cootiol, the Bureau of Matenial and ChikI Healtti within the Healtfi Resources and Services Adminiitratioa, aivl the 
National histitute of Child Healdi and Hmnan Development within the National Institutes of Health. 

^The other five prognuns are Job Opportunity and Basic Skills (JOBS) TrainiAg. child Euppoii enforcetncnt, refugee and cntram assistance, 
community services block grant, and low-income home energy assistance (59). 

^Aoodicr grant progiam is the conmwnity services block grant program where grants are provided to States, territories. Indian tribes, and tribal 
organizations primarily for cmploymeat edocatioii. hooiit^ health, and the poor. 

This amount does not rcyiesuu the amount being given to support continuation grants of past projects (103). 
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Figure 19-1— Estimated AdolMO0nt-St.^lfic ExpsndlturM by U.S. Exacutlvt Branch AganclM Ratpondlng f o 

CTA'« 1989 Survay (dollare ara In mllllont) 



NIAAA t6.1 
NIMH S66.9 / 

BMCDA/MRSA $67.6* 
^ NIH $269.S* 



OSAP $32 



OHSe $4,000' 



OSERS $666 




OASH/OPA $64.6 



OHDS 
$630 



_A3PE 
$0,260 




U S, 0»p«rt«n9nt of 
HMlth and Human S«rv)c«a* 
$4,400.36 



MCFA* 

(Medicaid only) 
$3,322 



C3 PHS 

H ADAMHA (l.n PHS) 
^ Olhar DHHS 



U*S. D»partm«nt 
of Education* 
$4,666 



NOTE: Graphs art not drrnmy to acala. Offaranoat in tiza ara daaignad to provida rough aatlmataa of dlffaranoat in adolaaoant-apadfic axpandituraa only, 
Kay to abbravatlont: 

ADAMHA-Aloohol, Dnig AbuM. and Mantal Haalth Admlnittratbn 
ASP£--Aaaiat«nt Sacratary for Planning and Evaluation 
BHCOA— Buraau of Haalth Cara Mlvary and AMiatanoa 
BMCH— Buraau of Matamal and Child Haalth 
CCDPHP— Cantar for Chronic Diaaaaa Pravantion and Haalth Promotion 
CDC--*Cantars tor Dteaaaa Control 
CEHK>-^Cantar for Envtronmantal Haalth and Injury Control 
CHAMPU8— Civilian Haalth and Mtdical Program of tha Uniformad Sarvloaa 
CIO— Cantar for Infactkaua Disaaaat 
CPS^-Cantar for fVavantion Sarvloa« 
Di— Division of Immunization 
DTC--OMsion of TUbamiosis Control 
ES""^ansion Sarvloa 

ETA--Employmant and Training Administration 
PNS^ood and Nutrition Sarvioa 
FSA-^amlly Support Administration 
HCrA Haalth Cara Plnandng Adminlatfatton 
HR O A H s a lth Raaouroaa and Sarvloaa Ackninlstration 
MS— Indian Haalth Sarvioa 



NIAAA-Natlonal Inalituta or* Alcohol Abusa and Ahx»holiam 
NIDAp-Natlonal Inatltuta on Dnig Abusa 
NIK-Matkmal Instltutaa of Haalth 
NU— National Instltuta of Juatioa 
NIMH-Natlonal Instfiula of Mantal Haatth 
NKTSA— National Hlghwiy Trtffic and Salvty AdminlstrBtion 
OASH-omoa of tha Aasi«t«nt Saoratary for Haalth 
OOPf^*— Omoa of PIsaasa ff^avantkm and Haalth Promotion 
OESE-Off loa or Elamantary and Sacondary Education 
OHOS—Offloa of Human Davalopmant Sarvloaa 
OJJDP— Offloa of JuvanHa Justba and OaHnquancy Pravantlon 
OlylH-Offloa of Minorfty HaaHh 
ORA—Offioa of Population Aff^ 
ORHP-Offloa of f^ Haatth Policy 
OSAP-^ioo of Subatanoa Abuaa Pravantkm 
OSERS-^loa of Spadal Education and rtahaUlltativa Sarviosa 
OSH—Offloa of SmoMff^ and Hsalth 
on— Off loa of Traatnant Improvamant 
PHS-PubHc Haalth Sarvioa 
SSA— Sodal Saouflty Atftninlstratlon 



NACP— National AIDS Information and Education Program 
*TTw1bMoMrfng agandaaadthln Df#4S wara unabtoto pfOVkSa OT^ 

Admmiatfation, Indian Haalth Sarvioa, National Instttula on Drug Abusa (ADAMHA. PHS). Offloa of Traalnwnl Nnprovamant (ADAMHA. PHS), National AIDS 
Information Biiucation Program (CDC, PHS), Offloa of Safaty and Haalth (CCDPHP, COG, PHS). DhMon of Immunization (CPS, CDC, PHS), OhMon of 
Tubaraubsis Control (CPS. CDC. PHS). Offloa of Rural Haalth Polirv iHRSA. PHS). Buraau of Matamal and Child Haalth (HRSA, PHS), Buraau of Haalth 
Raaoufoas Davalopnnant (HRSA. PHS). Offloa of Diaaaaa Pravantlon and Haalth Promotion (OASH. PHS). Offloa of Minority Hadth (CASH, PH8). 
I^Thto figura indudas$33.3 milion apant by tha Division of Adolaaoant and S^^ 

(CCDPHP). $23.7 million spant by tha Division of STD^V Pravantlon (CPS). $0,525 milion spant by tha DhMon of HIV/AIDS (CID), $3 J million apant by 
Division of Injury Control (CEHK;), and $0.1 56 spant by tha DIvtalon of Pravantlon Progrms (CEHK^). 
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ETA 



CHAMPUS 



\ 



I 




ES $90.3 



FNS $7.1' 



US '^>pAnm«nt 

$652,00 



U.S. 0«p*rim«ni 
of Agrlcutiur* 
$97.40 



US. D«pArtm*nl 
Of Labor 
$2,166.40 



OJJDP $72.5 



- NIJ $4.2 



O 



US, D«p«rtfvt«nt 
of Ju«ttc« 
$76.70 



U.S. Conaum«r 
Product Safaty 
Commlaaion 

$17.30 



c 

ACTION 
$16.13 



nhtSa O 

U.S. D«partm«nt 
of Transportation' 

$0.98 



<niiia f igura fndudaa axparnJit jraa by tha Buraau of Haalth Oara Daltvary and Aasistanoa only. ExpandHuraa on adolaaoants by othar subagancias (a.g., tha 

Buraau of Matamai and ChlM Haaith) within HRSA wara not provldad to OTA. 
^It f Igura Indudaa: $ 1 9.5 minion apant by tha National Canoar Instituta. 10. 1 48 millon apant by tha National Cantar for Nuraing Raaaarch, $2. 1 m llion apant 

by tha National Cantar fdr Raaaan:h Raaouroaa. $1 5.4 minion apant by tha National Haart Lung, and Bk>od Inatltuta, $98.2 mHlion vprnrik by tha National 

Instituta of Anargy <^nd Infactioiia DIaaMaa, $0,764 mllion apant by tha National Inatitula of ArthHtb and Muaculoal«alatat and Skin Diaaaaaa, $25.1 million 

apant by tha National Inatituta of Child Haalth and Human Davalopmant. $28.6 million apant by tha National Inalltuta of DIabataa and Digaativa and KIdnay 

Diiaaaaa. $1 .3 milion apant by tha National Inatituta of Nauroiogical Diaordara and Stroka. AH «ra aatimataa. 
«Nota that tha f igura of $3,322 millon indudaa both Fadaral and Stata oontributlona lo Madicald ipandirtg for adolaaoantt. At OTA'a raquaat, HCFA aatlmatad 

tha amount of Madioald apanding for adolaa cm ti In f iacal yaar 1 988 (aaa app. C In this vohima). Hoviravar, HCFA M not oaloulata tha Fadarat and Stata 

•haraa aaparataly. Aa diaouaaad in oh. 18 in thli voluma. many factora oould affact aatimataa of tha Stata afwra. 
^ift ia a vary rough aatlmata by orA. Tha Off ioa of Elamantary and Saoondary Education diapanaaa moat of tha funda that ara apant by tha U. S. Dapartmant 
of Education. Tha Offioa haa no apadfic lina itamt for adoUaoanta. bacAuaa it diatri^ 

ara not aimad at a particular aga group. In 1989* tha OHIoa of Elamantary and Saoondary Education diaburaad $6^ billion for ail actlvitiaa. OTA'a aatlmata 
ia baaad on tha aaaumptlon that 1 0* to 1 8-yaar-oldi ara attandlng gradaa 5 through 1 2. wNoh oonatltuta 86.8 paroant of alamantary and aaoondary gradaa, 
not induding Idndargartan. Two-thirdi of $6.8 blHion ia $4.4 bmion. SInoa tha paroantaga of a dolta o anti attanding adiod it litafy to bo lowar than tha 
parcant8g« of youngar dtildran attanding achod, thli aatlmata may b* too high. OTA aatimataa. thtrafora. that tha Off Ioa of Elamantary and Saoondary 
Education apandi about $4 billion on adUoation of addaaoanta. Howavar, thla aatlmata doaa not talMlnloaooount that tha coat of adolaaoanti*aduoation 
may baNghar than that of youngar atudania (a.g. mora highly trainad taaohara, mora aophMoatad lab aqulpmam). 

9Thto figura doaa not induda tpanding by tha folovring offloaa wHhIn tha U.S. Dapartmant of Education that alao aarva addaaoanta; Offioa d Bilingual 

Education and Mlnodty Languagaa Affalra. Offioa of Planning. Budgat, and Evaluation. Offica d Po a t s aoondary Education. Offioa of Vocational and Adult 

Education. Thaaa offloaa wara not abia to provlda GTA with aatimataa d apanding on adolaaoanla. 
^ia ia a vary rough aatlmata k>y OTA. T>M figur* MM tabuM 

pfograma: 43 paroaritdtha parlidpanti intha National SdiodLurwh Pi^^ 

ara in gf«daa 7 through 1 2; 23 paroant of thoaa in tha Sumrnar Food Sarvloa Pio^ 

Food Program for VVbman. Infants, and ChHdran ara pragnant. braaotf aading. or podpartum famalaa undar aga 1 8; and 34 paroant of partidpanta in tha Food 
Stamp Ftogram ara batwaan tha agaa of 1 5 and 1 7. 
Mhli figura doaa not Induda tha Fadaral Highway Ai^lnlatration. wfilch alao aarvaa adoltacan ti . 

SOURCE: Offioa of Tachnology Aaaaaamant. 1991. baaad on varfout raaporMt to tha Offioa of Tachndogy Aaaaaamanfa 1989 quaationnaira ragarding 
■ddaaoant haalth Initiativaa. WMNngton, DC. 1989. 
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Figure 19-2— U*& Department of Health and Human Services' 
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'See text concerning April 1991 proposed reorganization. 

SOURCE: Baaed on U.S. Department of Health and Human Services, organizational chart. Washington, DC, 1990. 2 ^ B A 
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In fiscal year 1988, Federal and State spending on 
Medicaid beneHts was $48.4 bUliont which includes 
expenditures for adolescents.^ Adolescents ages 10 
to 18 are eligible for Medicaid coverage if they meet 
the requirements for AFDC, if they are (teemed 
''medically needy*' by their State, or if they meet 
other conditions outlined by their particular State. 
ITierefore, which adolescents are eligible for Medic- 
aid coverage vaiies a great deal from State to State. 
In fiscal year 1988, 4.58 million adolescents be- 
tween ages 10 and 18 made up 17*1 percent of all 
Medicaid recipients; expenditures for adolescents in 
fiscal year 1988 represented 6.9 percent or $3.32 
billion of Federal and State Medicaid expenditures 
(83). 

Office of Human Development Services 

TTie Office of Human Development Services of 
DHHS is the primary social service agency with 
programs for adolescents (see figure 19-3). In 
addition to administering Social Security Act Title 
XX social services block grants to the States^ the 
Office of Human Development Services supports 
activities that affect adolescents through its Admin- 
istration on Children, Youth, and FamiUes. This 
Administration provides Federal support for child 
welfare services and supports runaway and homeless 
youth centers.^ In 1989, the amiendments to the Drug 
Abuse Education and Prevention Act (Public Law 
101-93) established and funded two new grant 
programs under the Office of Human Development 
Services for education and prevention efforts that 
target runaway and homeless youth and members of 
youth gangs. 

The Office of Human Development Services* 
Administration for Native Americans has supported 
projects related to drug and alcohol abuse prevention 
among Native Americans. The Office of Human 
Development Services' Administration on Develop- 
mental Disabilitiies supports the development and 
coordination of programs for developmentally dis- 
abled persons, including adolescents. Recently, the 
Office of Human Development Services has used a 
portion of its discretionary money to support initia- 



tives intended to help adolescents avoid alcohol and 
drug use, con^lete high school, and postpone 
pregnancy. In fiscal year 1989, the Office of Human 
Development Services spent approximately 7.7 
percent ($530 million) of its total budget of $6.82 
billion on adolescents. 

Public Health Service 

As noted earlier, four agencies within the Public 
Health Service of DHHS provide many of the 
services and programs for adolescents: the Alcohol, 
Drag Abuse, and Mental Health Administration, the 
Centers for Disease Control, the Health Resources 
and Services Administration, and the National 
Institutes of Health. 

Alcohol^ Drug Abuse, and Mental Health Ad- 
ministration — ^Within the Alcohol, Drug Abuse, and 
Mental Health Administration, five agencies fund 
diverse activities concerning adolescents (see figure 
19-4): 

• the National Institute on Alcohol Abuse and 
Alcoholism, 

• the National Institute on Drag Abuse, 

• the Office for Substance Abuse Prevention, 

• the National Institute of Mental Health, and 

• the Office of Treatment Inq)rovcment. 

Although the priority areas of the agencies within 
the Alcohol, Drag Abuse, and Mental Health Ad- 
ministration address large societal problems (e.g., 
alcohol and drag abuse and mental health disorders), 
the prevention and treatment of these problems 
among adolescents is seen by the agencies as an 
important goal.^ 

The National Institute on Alcohol Abuse and 
Alcoholism, for exanq)le, has three priority areas 
specific to adolescents: defining sociocultural fac- 
tors that proxnote adolescents* drinking, developing 
and testing preventive interventions, and assessing 
the impact of changes in the drinking age on alcohol 
consumption (39,65). In fiscal year 1989, the Na- 
tional Institute on Alcohol Abuse and Alcoholism 



^Fur fiifther discussion of Medicaid, foc ch. 16» ''Pinanciit] Access to Health Services," in this volmne. 

^Scnriccssiippoiledby tocial lenricesblockgnuits to States include protective and emergency scfvices, en^loyment, edncation, and training services 
for disabled adolescents, foster care and adoption services, and health related services (e.g., prevention, intervention, information, referral, Bnd residential 
care and tieannent). Although service rec4>ienu may be of ai^ age group, adolescenu lecetve a signifies amount of diese services (34), 

^or further discussion of these ceoten, see ch. 14, *'HoaieleMness: Prevention and Services,'* in Vol. 0. 

^or a discussion of dlkxAol and drug almse and niental health problems among adolescents, see ch. 12, '*AlcohoL Ibbncco and Drug Abuse: 
Prevention and Services,'* and ch. 1 1, **Mcntal Health ProWcvis: Prevention and Services/* ia Vol. U. 
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Tabl« 19-3— Comporwnts of th« Expenditures on Adoloscont Health by the U.S. Depertment 

of Health and Hunuin Services 
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$379,000,000 (1990) 


Not provided 


Not provided 


• National Institute of Mental Health 


$454,604,000 (1989) 


$55,947,000 (1989) 


12 percent 


• Office for Subetanoe Atxise Prevention 


$193,000,000 (1990) 


$32,800,000(1990) 


17peroent° 


# Office for Treatment Improvement 


$1,268,700,000 (iggo)"* 


Notpiovided 


Not provided 


Centers for Disease Corrtrol 


$97o,781,000 (1969) 


$61,416,000(1989)" 


6.2 percent 


• Center for Chronic Disease Prevention and 


Not provided 


Not provided 


Not provided 


Health Pronv>tion 








— Dhdslon of Adolescent and School Health 


$33,300,000 (1989) 


$33,300,000 (1989) 


100 percent 


—Division of Reproductive IHealth 


Not provided 


$450,000 (1989) 


lOperoenf 


—Office on Smoking and Health 


Not provided 


Not provided 


Not provided 


• Center for Envirorvnental Health and injury Control 


Not provided 


Not provided 


Not providf^ 


—Division of Injury Control 


$21,800,000 (1989)^ 


$3,270,000 (1989)° ' 


15 peroerrt*' 


-disabilities Prevention Program 


Not provided 


$158,000 (1989) 


Not provided 


• Center for Infectious Diseases 


Not provided 


Not provided 


Not provided 


—Division of HIV/AIDS 


Not provided 


$525,000 (1989) 


Not provided 


« Center for Prevention Services 


Not provided 


Not provided 


Not provided 


— Division of Sexually Transmitted Diseases and 


Not provided 


$23,713,200 (1989) 


Not provided 


HIV Prevention 








— Division of immunization 


Not provided 


Not provided 


Not provided 


— Division of Tuberculosis Control 


Not provided 


Not provided 


Not provided 


• National AIDS Information and Education Programs 


Not provided 


Not spedfiec^ 


Not available 



^An edditiorwl $2 million is sliooatsd svtry 2 y««rs to the tnttituts for RMsarch on Povsrty (38), Ths monsy Is approprlstsd from Congrtss lo th« Instltuts 
through th« Assistant Sscrstary for Planning and Evaluetion. 

Uigurs ihovvn it ths proportion of MsdlcM funding dirscted to adolssos^ OTfiosof TschnoioyyAsMStmsftttyyths HsalthCars 

FinandnsAdrnirMrstion. Ths figursindudM both dtat* and F«d»m! M«dic«id vpsnding, ForfurthardlscusAionof M«ilcMki,MMOh. 16, "Financial Acom 
to Haslth Sarvicaa,* in thit voluma. 

^Eitlmatad amount. 

dBghty-nins psroant ($1.1 33 billion) of thaaa fundi sra distributad to Statas as blodc grants. 

^Adolsscsnt sxpsnditurs total indudsa only thosa Cantsra for Ditaass Control igsndas providing this information in raaponaa to tha Off lea of Tachnotogy 
Atsassmanf s turvay. Savaral turned agendas did not provide adolaaoant-spadf ic data, and the National Al DS Imormat ion af>d Education Program could 
not oalouiata an anKMnt diractad at adolaacants. 

h'an parcsnt of the Division's staff time if balng davotad to avaluation or analysis of adolascant data. 
gNo budgat lina itam spadfic to addascants. 

^"Not spadf iad" Indioataa that adolatoants ara Indudad as part of a largar targat group. Thus, axpandituras cannot ba aaparatad out for that particular 
group. 



Spent over $6 million (under 5 percent) of its overall 
budget on activities aimed at adolescents. Current 
activities focus on adolescent risk-taking and alco* 
hoi abuse* the effects of parental and family influ- 
ences, peer pressure, decisionmaking skills, and 
personality variables on high school and college 
students' drinking habits as well as preventive 



intervention efforts and the impact of parenting- 
skills training (65,68)* Other efforts address the 
causes, consequences, and treatment of alcohol use 

The National Institute on Drug Abuse studied the 
causes, consequences, and treatment of adolescent 
drug abuse throughout the 1980s and funded over 



i^^lbe NstioDal Instittttc on Alcotiol Alnue sad Alcoholism recently iimouiiced iti intercit in fanding an Adolcicait Alcotiol Reseuch Center wtiicli 
wotUd iotesrate idendficstioo of inieractiani t)etwfie0 adolescent development snd alcoliol lue and tetdng t)diavioral and odier tedhnologiei to pievent 
alcohol prohkmi . Any noo-Pederil piibhc or privsle n o op to fit ofgsnizstioa could reqoeil up to $U millioQ lo be swsrded snfmsDy for 5 years (66). 
The stalling date of the Center would be Dec. 1, 1990. Additionally* in 1988, the Nationsl Insdtnte on Akcriiol Abase ind Alcoholism smioanced its 
interest in stndying norm^iettii^ related to alcohol use by parents and fiuniUes. |riteyiiciaas and their staff, youth peer groups, sctiools, and coaunnnity 
organizations, but did not allocate specific funds to this activity (64). 
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Table i9*a-Compon«nts of the ExpendlturM on AdolMCont Health by the U.S. Department 

of Health and Human Servloea— Continued 



unno flQency witn actual 




csurnaieo expencmures 




Of poiefiiiai lOie m 


louu vxpenaiiUFss 


iQi wxiiesoenie 


rviwrnii Of vxpenaiiurvB 


aooiesceni neaitn 


(most current fiscsl yoAr) 


(moai currern nscai year; 


for aooieeoenis 


Health Resources and Servloes Admlnistrmtion 


Notprovktod 


Not provided 


Not provided 


• Office of Rural Health Policy 


$1,400,000(1988) 


Not available 


Not provided 


• Bureau of Health C«tre Delivery and Assistance* 


$397,058,800 (1989)'' 


$67,500,000 (1989)1 


17 peroent 


• Bureau of Maternal and Child Health and 


rrai provnva 


Not provided 


Not provided 


Resources Developmenl^ 


Office of Maternal and Child Healtry" 


$573,848,000 (1989)< 


Not available 


Not provided 


Indian Health Servk^e" 


$1,020,106,000(1989) 


Not apeolfle<r 


Not available 


National Institutes of Health" 


$7,144,764,000 (1989) 


Not provided 


Not provided 


• National Cancer Institute 


$1,46<),435,000(1988) 


$19,490,000 (1988) 


1.3 peroent 


• Natlorwl Center for Nursing Research 


$23,361,000 (1988) 


$148,000 (1988) 


0.6 peroent 


• National Center for Research Resources 


$344,150,000 (1988) 


$2,054,000 (1988) 


u.e percent 


• National Heaa Umg. and Blood Institute 


$865,283,000 (1988) 


$15,464,000 (1988) 


I.epeioent 


• Natlortal Institute of Allergy and Infectious 


$638,521,000(1988) 


$98,150,000 (1968) 


15 peroent 


Diseases 








• National Institute of Arthritis and Musculoskeletal 


$147,543,000 (1988) 


$754,000 (1988) 


0*5 peroent 


and SMn Diseases 




• National Institute of CNkJ Health and Human 


$377,167,000 (1988) 


$25,093,000 (1988) 


6,6 percent 


Development** 






• National Institute of Diabetes and Digestive and 


$534,400,000 (1988) 


$26,600,000 (1988) 


5 percent 


Kidney Diseases 








• National institute of Neurotogical and 


$458,792,000 (1988) 


$1,327,000 (1988) 


0,3 percent 


Communicative Disorders and StroKef* 








Office of the Assistant Soaotary for Health 








• Office of Disease Prevention and Health Promotion 


$4,900,000 (1989) 


Not provided 


Not provided 


• Office of Minority HeaHh 


$8,000,000 (1990) 


Not provided 


provided 


• Office of Population Affc^s^ 


$139,928,205 (1989) 


$54.57^000 (1989) 


39 percent 


SOCML SECURITY ADMMISTRATION 


Not provided 


Not provided 


Not provided 



hhm* dsts wsrs obtsinsd from R. Abrams, Burseu of H«slth Csrs Dtlivery and Assistsnos (1 ). 

iAIthough specific funding is not svsiiabis for sdolssosnt iniilstivss, the sdolsscent-spsdf ic amount Is fcMsed on ths avsrags number of sdoissos n t msdical 
vislti in comnxinlty/migrant health csntsr programs dur1r>g 1968. 

following OTA'S tun/sy In 1 960, the Burseu of lilatsmal and Child Haalth and Raaouross DevslopmMit split Into ths Buraau of Maternal and Child Hsalth. 
formsrtythsOffk^eofMatarnal endCNkJHeelthpendthsBufseuof Health RssourcssDavs^ 19-1).RssponssswsrsreoslvsdfrDmtheortglnal 
Bureau, 

'Appraxlmatsly 80 parosnt of thssa fundi ars distributed to 9tat«s as block grants. 

rrrfhese data wera obtalnad from Q. Branneman. Indian Haalth Servioa (11) and J.M. Lyia. Indian HaaHh Sarvloa (23). 

'nita NIH total Indudss all NPH agendas, not Just those aUe to eetlmata axpendituras on edolesoant health inltiatlvas. The 1 989 astknata tor axpendlturaa a 
from the Budgat of the U.S. Qovammant (I02a). 

^Theae data ware obtained from D. Uvanaon, Netional Institute of Child Haalth and Human Devslopment (21 ). 

Pin 1990. the National Institute of Neurological end CorYwnunlcatlva Disordars and Stroke split into two aaparata instltutaa: 1) tha National Instltuta of 
Neurok>glcal Disordars and Stroke, and 2) tha Natk>nal Instltuta on Deafness and Other Communloatkin DIaordara. 
^Thaaa data wara obtalnad from Scholia, Offioa of Populatk)n Affairs (37), 

SOURCE: Offioa of Technology Asaesament 1991, beaad on Fadaral agency rasponaaa to tha Offioa of Tachnology Aaaaesmant^a 1969 quastkmneire 
ragardir)g adoiaaoant haalth Initiatlvaa. 



160 projects for 7- to IT-year-olds (68 J0J3-75).^* 
In fiscal year 1990, appropriations for the National 
Institute on Drug Abuse were $379 million (71). 
Information on the proportion being spent on 
adolescents was not available. Recently* the Na- 
tional Institute on Drog Abuse, in conjunction with 
the VS. Department of Education* released a 
program announcement encouraging organizations 
to study innovative and theory-based drag abuse 
prevention programs in the schools or to evaluate 



cunenUy ongoing school-based programs. Addi- 
tionally, the National Institute on Drug Abuse is 
interested in granting money to a minority drug 
abuse prevention research center targeting high-risk 
children, adolescents, and young adults (74). Organ- 
izations can request support for up to 5 years. 
First-year awards were to be for $600,000, and 
$750,000 for each subsequent year. 

Under the authority of the Anti-Drug Abuse Acts 
of 1986 and 1988 (PubUc Uws 99-570 and 100- 



iilbe National lotiitnieoo Drag Abuse*! overall prioritica, mandated by Coogrcat, for flacal year 1991 aie aoqoiied imiiBtiodefickiicy tyndioiDB 
(AIDS) pirveiidoii, improviiig drag aboae treatment and preveotioD, and ttndying maloiial drag abnae and iti effect on cliildnsQ. 
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Figure 19-a-4J.S. Department of Health and Human Servicea. Office of Human Development Servicea' 
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Policy, PJanning 
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Management 
Services 
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*S## text oonoemino April 1 991 proposed reorganization. 

SOURCE: FadM Ogwiiiafion Santo: C/i«(WMiington DC: Carroll Puk^liehinff Co.. February/Match 1990). 



690), the Office for Substance Abuse Prevention's 
general priority areas for the May 1989 review cycle 
(this includes fiscal year 1989 and the beginning of 
fiscal year 1990) were high-risk youth, pregnant and 
postpartum women and children, community youth 
activities, and a community partnership prevention 
program. Office for Substance Abuse Prevention 
grants are designed to identify promising strategies 
for working with youth who are at high risk for 
alcohol and other drug use,*^ Forty-five percent 
($5*6 million) of the high-risk youth grants focus on 
adolescents ages 12 to 20, and approximately 39 
percent ($5.9 million) of the community youth 
activities grants focus on adolescents who are at risk 
of dropping out of school or being involved with 
gangs. The Office for Substance Abuse Prevention's 
budget increased substantially from about $69 
million in fiscal year 1989 to $193 million in fiscal 
year 1990 (79). 

The National Institute of Mental Health has 
several programs with an interest in adolescents. 



Two of the inmiediate goals of the National Institute 
of Mental Health's Division of Clinical Research are 
to address all of the major mental disorders of 
adolescents, such as affective and anxiety disorders, 
youth suicide, learning disorders, and mental illness/ 
mental retardation, and to increase studies on the 
effectiveness of treatment, particularly in the area of 
adolescent depression* Hie Division also wants to 
expand the availability of manpower in the area of 
research on adolescent disorders by expanding 
research training and research career development 
support.^^ The National Institute of Mental Health's 
Child and Adolescent Service System Program 
(CASSP) under the Division of Applied and Serv- 
ices Research (formerly the Division of Education 
and Service Systems Liaison) tries to improve 
systems for service delivery to severely emotionally 
disturbed adolescents under age 18 by changing the 
way conmiunities and States deliver services (e.g., 
inq)roving the availability of continuums of care and 
involving parents and families) (76,78)*^^ In 1989, 



'^The Office for Substvce Abuse PreveniioD fimds only demonstration projects. lodivHtoils intevestod in research projects are encouraged to apply 
to odier agencies. 

iH)ne Office for Sultftance Abuse !¥evention pfogiam. the Cofmnu^ 
grtnt piognms focused on individual target groups and apply this knowledge systcsnaticaUy to eotire commttnitiea usii^ public^vate ptrmerships. 
Appfoximately $50 mtllico was proposed in fiscal year 1 990 for grants to 1 50 to 200 communities. 

i^IIk Antisocial and Violem Bdnvkir Blanch of the IMvUkw of Bi^ 
nd highly aggieiiive bcluivior in diildlKHKl and adolescence. The Division of Education and Service Systenu Liaison priorities tnchided Stale-level 
service system development and service delivery to all chiktoi and adolescents. 

'^Demottstiatlon projects under CASSP are funded under four types of grants: capacity building. State- and community-level system development, 
add strategy evaluation grants (77). In fiscal year 19S9. $200,000 was available for 4 Stale capar*y bnildmg projects, $2 million for 12 oew State- and 
conunnity-kvel projects, $300,000 for 10 Stale-level strategy evahiaiion grants, $1.3 minion fkir S renewal projects, and $900,000 for 31 ftralegy 
cvaluatioQ svpplcmcnu. No guarantee was available for funding beyond the first year (77). 
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Figurft 19-4— U3. D»partm«nt of HMith and Human Sarvices, Public Haatth Sarvice, 
Alcohol, Drug Abuaa, and Mantal Haalth Administration 
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SOURCE: U,S. DepsrtmeiTt of HMlth and Human S^vkss*. Pubiic Health Sarvc«. Alcohol, Drng Abuaa. and Mantal Haalth Adminiatfation. RookviNa, MD 
organizational chart 1090. 



CASSP projects were in 42 States and U localities 
for a total of $9.8 million, of which $1 million was 
targeted to services research for the homeless (78). 

Finally, the new Office for Treatment Improve- 
ment within the Alcohol, Drag Abuse, and Mental 
Health Administration is responsible for in^oving 
the quality of treatment services for individuals 
suffering from drug abuse and other problems, such 
as alcoholism and physical and mental illness (72). 
The Office for Treatment Improvement administers 
alcohol, dmg abuse, and mental health services 
block grants to States for application in the areas of 
mental health and substance abuse. In fiscal year 
1990, Congress appropriated $ 1 . 1 33 billion for such 
block grants, $237.5 million for use in mental health 
and $895.6 million for use in substance abuse (17). 
Fiscal year 1990 appropriations for the Office for 
Treatment Improvement, apart from block grant 
funding, were $135.7 million. The Office is funding 
a grant demonstration program which targets three 



critical populations: adolescents, racial and ethnic 
minarities, and residents of public housing projects. 
The projects in this program are Model Comprehen- 
sive Treatment Programs for Critical Populations 
($25 million in funding in 1990), Cooperative 
Agreements for Drag Abuse Treatment Improve- 
ment Projects in Target Cities ($28 million in 
funding in 1990), and Model Drag Abuse Treatment 
Programs for Non-Incarcerated Criminal Justice 
Populations ($8 million in funding in 1990) (6), 

Centers for Disease Control — Within the Cen- 
ters for Disease Control, numerous programs, partic- 
ularly the Division of Adolescent and School Health 
within the Center for Chronic Disease Prevention 
and Health Promotion, respond to various hf^alth 
needs of adolescents (see figure 19-5).^^ The Centers 
for Disease Control agencies responding to OTA*s 
survey^^ indicated that for fiscal year 1989, approxi- 
mately $61 million was targeted specifically for 



l^Otiginally, the Dtvition of Adolescent and Sdiool Healtti was tl^ Office of School Health and Special Projects whose misilon was to develop a 
fiAtioQal school healtfi program for the prevention of hitman hmnnnodefidency vims (HIV)/A]DS. In October 1988* the Center for Chronic Disease 
Prevention and Health Promotiou was created, and die Office of School Health and Special Projectt was elevated to become the Division of Adokacent 
and School HealdL 

i^coiters for Disease Control tgencies that re^nded to 01A*s questionnaire iiKhided ttie Center for Omxiic Disease PirvAtkm aiftd Health 
Ptoniolioa, Center for EovifonnMAtal Health sndlnju^ 
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Figura 19*5— U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control 
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SOURCE: U.S. Dspartm«nt of H«alth and Human Sarvloss, Public HMlth Sarvica, C*nt«r« for Disease Control, organizational chart, Atlanta. OA. Aug. 1 , 1990. 
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adolescents, representing about 6 percent of the 
Centers for Disease Control's total budget.^^ 

Major adolescent-health related prograr admin- 
istered by the Centers for Disease Conat>l include 
the following: 

• the Youth Risk Behavior Surveillance Systrm 
that provides national. State, and local data 
about the incidence and prevalence of risk 
behaviors (e*g., behaviors resulting in uninten- 
tional injuries, hunum immunodeficiency virus 
(HIV) infection and other sexually transmitted 
diseases (STD -\ alcohol and drog use, tobacco 
use, improper diet, and insufficient physical 
activity) among students in 9th to 12th ^^e; 

• reimmunization programs for the prevention of 
measles, munq>s, and rabella in iunior high and 
high school students; 

• initiatives for injury prevention and control; 

• activities to prevent or minimize complications 
for adolescents with diabetes; 

• water fluoridation activities (not limited to 
adolescents); 

• funding of the Southwest Center for Prevention 
Research at the University of Ibxas at Houston, 
focusing on the physical and psychological 
health of children and adolescents; 

• support for the 1987 National Adolescent 
Student Health Survey, which assessed 8th and 
10th grade students* knowledge, attitudes, and 
behaviors related to health (e.g., nutrition, 
alcohol and tobacco use, STDs, injury preven- 
tion, suicide, violence) (5);*^ 

• National Health and Nutrition Examination 
Survey and the National Health Interview 
Survey, which incorporate nutrition and health 
data on adolescents (18); 

• cooperative agreements with national, State, 
and local education agencies to implement HTV 
education for in- and out-of-school adolescents; 



• adolescent health data collection by the Na- 
tional Center for Health Statistics; 

• HIV ser(^>revalence surveys to determine the 
magnitude of infection within the adolescent 
population; and 

• the i^iase of die'* America Req>onds to AIDS'* 
multimedia caixq>aign targeting parents and 
youth. 

The Centers for Disease Control appears to be 
spending most of its adolescent health-related money 
addressing health problems associated with sexual 
intercourse (e.g., pregnancy and the transmission of 
HTV and STDs). For exanq)le, although the mission 
of the Divisi(Hi of Adolescent and School Health is 
to identify, monitor the prevalmce of, and imple- 
ment interventions to reduce health risks^ among 
adolescents, most of the Division's funding has been 
provided to prevent HIV infection* Therefore, its 
cunent priority area is to help schools develop 
effective educational programs to prevent the spread 
of mV. On the other hand, in 1989 the Division of 
Injury Control within the Centers for Disease 
Control 6 Center for Environmental Health and 
Injury Control was aUocated much less money, only 
$3.27 million (approximately 15 percent of the 
Centers for Disease Control's injury budget), for the 
prevention and control of injuries among adoles- 
cents (e.g*, youth suicide, homicide, and motor- 
vehicle related injuries), by far the largest killer of 
adolescents (24). 

Health Resources and Services Administration — 
The Bureau of Maternal and Child Health (formerly 
the Office of Maternal and Child Health^O. within 
the Health Resources and Services Adminis tation, 
administers the maternal and child health block 
grant program authorized by Title V of the Social 
Security Act (sec figure 19-6)*^ Eighty-five percent 
of the $526.6 million appropriaticm for the program 
in fiscal year 1988 was allocated to States for 



**lh!Dpoftion is bftsed oiUy OQ tlxwe «seix:i^ 
DtvisioD of Adolesceot and School Health, Dhrinoo of Reproductive Health. Divitioii of bjvry Control, Diiabilitiei Ptwentioa Program, and tlie 
DivinoQ of Sexually TVanmittfxl Difcaiei and HIV PirevctttioiL Several surveyed i^eodei did not piovide Kloleaoent-qvecific 4m 

>^ Nabooal AdokKem Stndeot Health Swvey waa fo 
Aaaialaiil Secfetaiy of Health, with additteod 
Drug Abuae, and Mental Heahb Adminiiumioa. 

3Dpiionty lisks arc diose behavion reaol^ 
phyaical activity, and HTV infection and other STDs. 

2iln May 1990, die Borean of Maienial and Cldkl Health and 
aiMl die Buean of Health Reaoufcea DevekyfMnent. When expeoditm 

'^•lahUsfaed in 1987, the Health ReaootceaaiMS Services Admiuiitration't Office i>f iftniml fteahh i%^iiry'« mi#. in tmi ^anWrfw* hfwhh 
Ihnited. llie OfVke taifeted adokeoent iuidde, preg^ 
of the National Adviaory Committee on Rural Health. 
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Rgure 19-&~U.S. Depttrtment of HMlth and Human Sarvices, Public Health Service, 
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programs to improve the health status of mothers 
and children, especially those with low incomes and 
living in areas with limited availability of health 
services (85).^^ ^ Approximately 21 States have a 
designated adolescent health care coordinator (16, 
26),^^ 

Fifteen percent of the $526.6 million appropria- 
tion for the maternal and child health block grant 
program in fiscal year 1988 was set aside to support 



Special Projects of Regional and National Signifi- 
cance (SPRANS) (86) 27 In fiscal year 1988. 57 
projects addressed the health needs of adolescents 
and children in various areas (e.g.. research, training, 
genetics, hemophilia) (86)* Twenty-three of these 
projects dealt specifically with injury prevention. In 
1989. 36 projects^ included adolescents specifically 
or as part of a larger grotq) (26)* Although no new 
projects targeting adolescents were begun in fiscal 



^^Thcsc State programs are sometiinei called die ComoUdated State Pn^gnms (S6). 
^In fiscal year 1987. States tiansfemd over 30 percMit of dietr matera^ 

^InfonnaiHm on the propoitioo of Title V matenial and child health services allocated ^edflcally to adoleicttiitt is not available. 

^'Jbc 21 are Arizona, Colorado, Coonectlcot. District of Cohimhia, Delawwe, Florida, Hawaii^ Iowa« Indiana* Matfyhntftti. Maine. Midiigan, 
Mississippi, Minnaota, New Hampshire, <^o, ddahoma, Oregon, Sooth Carolina, Washii^gttNL and Wisconsin (26). Pleliniinary survey resnlu 
indicsle diat two or three more States iBay have such a coordinator (16). It is unclear how States are paying for adolescent health care coordinalor 
positions. Because the position is typically located within a State's Office of Maternal and Child Health, it may be that many, if not most. States are 
fttnding the position with block grait fonds (16). 

^^Ibese projects are sometimos called Consolidated Federal Programs (86). 

^'Of these projects, 23 were demon st ration projects, 7 were research rdated, aiKl 6 were trainii^ projects (26). 
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year 1990, approximately three new projects were 
scheduled to begin in fiscal year 1991 (16). 

The Health Resources and Services Administra- 
tion's Bureau of Health Care Delivery and Assist- 
ance supports the provision of primary health care 
services to medically underserved populations by 
providing Federal funds for community and migrant 
health centers, as well as for comprehensive per 
natal care programs for low-income women and 
children, health care for the homeless programs, and 
health care for substance rlosers. In 1989, 814,000 
adolescents received medical care in the community 
and migrant health centers; of these adolescents 
117,000 females ages 10 to 14 received family 
planning services.^^ At least 121,000 adolescents 
received dental care. During 1988, the conqrohen- 
sive perinatal care progran:is provided perinatal 
services to 6 percent of all US. pregnant adolescents 
under age 20 and to 29 percent of pregnant adoles- 
cents 15 years of age and under (1). 

Indian Health Service— The Indian Health Care 
Improvement Act of 1976 (JPuhhc Law 94-437) gave 
funding to the Indian Health Senrice for a 7-year 
period to elevate the health status of American 
Indians and Alaska Natives. Recently, ametidments 
(PubUc Law 100^713) to the Indian Health Care 
Improvement Act were passed that extended this 
funding. In fiscal year 1989, the Indian Health 
Service spent over $1.02 billion on health services 
(primarily clinical care for acute and ctnonic physi- 
cal problems) to assist American Indians and Alaska 
Natives. No specific funds of the agency are allotted 
for adolescents, so it is difficult to assess the amount 
spent by the Indian Health Service on health care for 
adolescents. 

In 1989, the Indian Health Service conducted an 
Adolescent Health Survey to obtain a database on 
adolescents for use in local prograntis. The Alcohol 
and Substance Abuse Programs Branch of the Indian 
Health Service funds three regional adolescent 
treatment centers for substance abuse, which cost a 
total of $2.4 million per year. The Indian Health 
Service also helps to support adolescent health 
centers in or near four schools in the Albuquerque, 
New Mexico area (44a). 



In fiscal year 1989» the Indian Health Service 
targeted Indian adolescents as a priority group for 
prevention efforts, planning to specifically empha* 
size prevention of teen pregnancy, alcohol/ 
substance abuse, mental health, violence, and sui- 
cide. However, only 7 percent of the total Indian 
Health Service budget was devoted to preventive 
health in fiscal year 1988 (44a). 

National Institutes of Health — ^In fiscal year 
1989, the various institutes and divisions of the 
National Institutes of Health spent $7. 1 billion (8) to 
fulfill their mission of inproving the healtih of 
individuals through advancement of the state of 
knowledge in biomedical science and health care 
(see figure 19-7). 

Within the National Institutes of Health, the 
National Institute of Child Health and Human 
Development, established in 1963, is the institute 
most identified with behavioral and biomedical 
research on adolescent development (e.g., cognitive, 
emotional, and social development) and with re- 
search on reproduction, sexual behavior, the effects 
of nutrition on development, and patterns of adoles- 
cents' interaction with family, peers, and school (see 
table 19-4).^ 

In fiscal year 1988, the National Institute of Child 
Health a d Human Development funded 147 proj- 
ects (21). Between fiscal years 1980 and 1990, 
however, s^Tproximately 7 percent of the National 
Institute of Quid Health and Human Development's 
budget was spent on research specific to adolescents 
(see table 19-3). In fiscal year 1990, the Institute 
estimated that $25.5 million will be spent on 
adolescents, focusing on the physiological, psycho- 
logical, endocrinological aspects of puberty the 
nutritional needs of adolescents, adolescent preg- 
nancy, and acquired immunodeficiency sync^me 
(AIDS) (21). As does the Division of Adolescent and 
School Health in the Centers for Disease Control, the 
National Institute of Child Health and Human 
Development places heavy emphasis on research 
dealing with adolescent sexual behavior and its 
consequences (see table 19^). 

Eight other institutes within the National Insti- 
tutes of Health sponsoi research that pertains to 



^Tbe Bitreftu of Health Cait Delivery ani Assistance does nof collect data onuiftge of commoaity and mignnt health colters by ^ ^ icft iti, ages 
IS to 19. Data oo this age group wn coUected eight yean i^, but tisot Ami it has been disoootiinied. 

Sinbe National Instihite of Child Health and Human DevelofMnmt does not ddivcr acrvioM to %i^)mfm . 
^'Endocrinological asjwcts of pnberty arc those relaied to (he fanctioQS of the endocrinp glamis (e g., thymid » ptonltiy ;i«t) 
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Figure 19*7~U.S. Dtpartrmnt of Health and Human Sarvicas. Public Haatth Sarvica, National Inatltutas of Haaith 
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Table 1»-4-Adol0Scent Research Priority Areas of the Components of the National Institutes of Health 



NIH apency 



Adofescent research priority areas 



Selected adoiesoent pro|ect descrlptlor^s 



National Carreer Institute 



National Center for Nursing Research 



National Center for Research Resources 



National Eye Institute 

National Heart. Lung, and Blood Institute 



National Institute of Allergy and Infectious 
Diseases 




Cancer prevention and control, Improving the health of 
minorities and the underserved. and increasing patient 
aocrual to clinical trials. 



Nursing care of prospective mothers at risk of having low 
birth-welght babies, focusirig on preventing pregnancy 
compHcat^^ms and care of low birth-weight babies. Preven- 
tion and pri^slological/psychosoGlal factors relating to the 
care of individuals with human immunodeficiency virus 
(HIV) infection and acquired immunodeficiency synldrome 
(AIDS). 

Does not set priorities In specific research areas as do the 
other institutes. Ihe Center ensures availability of re- 
sources to the NIH oommunlty. 



Research Is not spedficatty targeted to adolescents. 

RisKfactorsforcardiovaaculardlseaee, particularly hyperten- 
sion, smoicing, and blood cholesterol levela. Programs for 
adolescents with cystic fibrosis and sldde ceH anemia 

Sexuaiy transmitted diseases (STDs), AIDS, type I dlabeies 
miK^ltus, asthma and allergy, chronic granulomatous dls^ 
ease. 



Smoldng cessation Interventions (e*g.» school-based Interven- 
tion research studies and a public Information campaign to 
prevent adolescents from racial and ethnic minority groups 
from using tobacco); Influence of smoidng and drinidng by 
families on Hispanic youth; adoiesoent v. adult diets on 
breast cancer htk; association of adoiesoent alcohol 
consumption, oral contraceptive use, dietary patterns, 
hormonal levels with breast cancer r1sl(; school-based 
nutrition education prc>)ect; adolescents' rt$k of developing 
ieulcemla; therapies for sarcomas; Improving the survh^ of 
adoiesoent cancer patients through dinical studies by 
expanding eligibility criteria; Impnyving adoiescsnt cancer 
patients' psyohohx^ weN-boing {e.g.* stress reduction, 
Increasing school attendance). 

Causes, consequences* and patterns of loneliness during 
adolescence; personality and environmental aspects of 
health oompromlsing behaviors (e.gM cigarette smoking, 
dmg and alcohol use, earty sexual activity, eating behav- 
iors, and excessive caffeine consumption) among young 
adolescents; Improving oommunicatlon within families of 
earty adolescents using parenting styles and imwledge 
about adolescent and adult growth and developmsnt 

Hormonal aspects of growth and sexual maturation, psycho- 
social aspects of adolesoenoe (e.g., effects of the govern- 
ment school breakfast program v. short*term fasting on 
adoiesoent cognitfon, behavtor, and exercise; depressk)n 
In adolescent males focusing on sndocrtae responses), 
diabetes and obesity (I.e., appropriate insulin levels), renal 
disease, urethritis, adolesoeni devetopment using nonhu* 
man primates, role of ethntolty m adolescent klentity 
devefopment relattonship of depressfon In cNMren and 
adolesoente, treatment pn>gram for adoiesoent substance 
alxiaers, aggressh« conduct disorder, street youths' knowl- 
edpe and attitudes toward AIDS preventk>n, Nstory of 
Immunlzatfon as a predtetor of measles. 

NotprovkJed 

NotprovkJed 



Vaccine devek>pment for chlan^ta, gonorrtiea. syphilis, and 
herpes simplex virus type 2; diagnostic and therapeutto 
approaches for pelvic inflammatory disease and'under- 
standlng the natural history of human papillomavirus; 
various aspects (e.g.. ephlemfotogte and dlnkisO of in^^ 
uals with AIDS, Indudlng preventton and treatment; mech- 
anlsnts In the development of type i diabetes meaitus and 
GhronfogramJomatous (Asease; Setf-Managsment of Asthma 
Educational Prognvns. 

Continued on next pagB 
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Table 19-4— Adolescent Research Priority Areas of the Components of the National !ntiltutes of Health— Continued 



NIH agency 



Adolescent research priority areas 



Selected adolescent project descrlpttons 



National Institute of Arthritis and 
Musculoskeletal and Skin Diseases 



National Institute of Child Health and 
Human Devek>pment 



National Institute of Diabetes and 
Digestive and Kidney Diseases 



National Institute of Neurologk:ai 
Disorders and Stroke 



SystemkD lupus erythematosus, partkxilarly In minority popuia- 
tlonSp Lyme disease, Juvenile arthritis, arKl osteoporosis 
O.e., impact of diet and exercise during adolescenoe). 

Physiological, psychdogkal. and sodal consequences of 
adolesoant pregnar)cy for mothers, their children, and 
other family memtsers; endocrinological aspects of pu- 
berty, nutritional needs of the adolescent and adolescent 

AIDS. 



Not planning specific initiatives on adolescent health. 



Head and spinal cord injury, ^rolce« iuvenile epilepsy, llpki 
storage diseases, Tourette's syndrome, muscular dystro- 
phies, autism, ataxias, Batten DiMase, Raye's syndrome, 
tuberous sderosls, learning disordert/attenUon deficit dis- 
orders, Charcot-Mafle-Tooth syndrome, epinal muscular 
atrophies, Juvenlb myasthenia gravis, neurofibromaloees. 



Pain treatment for adolescents with Juvenile arthritis; psycho- 
k>gk»J effects of pain on adolescents with Juvenile arthritis; 
risk factors (e.g., diet, exercise, scoliosis devek>pment) 
during adolesoence fbr the onset of osteoporosis. 

New contraceptives development (e*g., skin patch, implanted 
drug delivery system); preventing sexually transmitted 
diseases; understanding the transmission of HIV and Its 
natural history In mothers and their chiMren to prevent 
AIDS as well as deve(op!ng age-appropriate educatkinal 
strategies; investigation of the molecular basis for rKKmal 
and abnormal male devetopment and reproduction; role of 
genetics and environment (e*g„ early family experiences) 
in devetopment; female reproductive cyde disorders (e.g., 
pelvic inflanrvnatory disease, severe premenstrual syn- 
drome, interreiationsNp of nutrttk>n and exercise with 
ovuiatk)n); sexual behavior and contraceptive use for 
contrMeplk>n and disease (xeventlon among adolescent 
females arKi their partners; consequences of adolesoent 
chikt)earir>g; ^elatkmshlp between sexually transmitted 
diseases. Including AIDS, and fisrtility-relatedbehaytor. 

Treatment of diseases (e.g.. Juvenile diabetes (insulirv 
dependent diabetes), cystb f HmobIs, Juvenile liver disease, 
inftanrvmtory txiwei disease, Coole/s and sickle oei 
anemia, herriopNIia and growth abrK>rmalitles) often diag- 
nosed and treated Initially during addescertce. 

incMence and duratkKi of toss of consciousness In newly 
ir^ured patients; rmtural history of adolescents foiowing 
first epileptic selzire and risk factors for reoccurrence; 
development of sMNs (e.g., gestures) in devetopmentally 
disordered adolesosnts. 



SOURCE: U S. Dspartmwit of HMitth and Human Servkass. PubHc Heeith Service, National Institutes of HseHh, ur^lshad data provldsd in rssponss to the Off ios of Tschnology Aassssmenf « 
quMtionnalre rsgardtng adolescent health initlativss, 108S. 
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adolescent health* In general, their emphasis tends 
not to be related to adolescent sexual bdiavior but on 
various aspects of specific diseases* Although it is 
in^MXTtant to note that it is difficult for these 
institutes to disaggregate adolescent-specific re- 
search because of their disease-specific aj^iroach, 
the institutes were only able to identify a research 
budget of 2 percent ($114.93 million) that was 
clearly specific to adolescents in fiscal year 1989. 

It spears that the National Institute of Allergy 
and Infectious Diseases places a greater enq>ha$is on 
adolescents than do the other Institutes and divi- 
sion8» including the National Instit^jte of Child 
Health and Human Development. In fiscal year 
1988, for exan^le, the National Institute of Allergy 
and Infectious Diseases estimates that it spent 
approximately IS percent of its overall budget on 
adolescents, as compared with only about 7 percent 
of the National Institute of Child Health and Human 
Development's budget. Like the National Institute 
of Child Health and Human Development, however, 
the National Institute of Allergy and Infectious 
Diseases primarily studies consequences of adoles- 
cent sexual behavior (i.e., STDs and AIDS). 

Office of the Assistant Secretary for Health — 
Three agencies within the Office of the Assistant 
Secretary for Health are involved in matters related 
to adolescents and their health: 

• the Office of EMsease Prevention and Health 
Promotion, 

• thcOfficeofMinority Health, and 

• the Office of Population Affairs (see figure 
19-8), 

Office cf Disease Prevention and Health Promotion — 
Established by the National Consumer Health Infor- 
mation and Health Promotion Act of 1976 (Public 
Law 94-317), the Office of Disease Prevention and 
Health Promotion is responsible for siq)porting and 
coordinating prevention programs within the Alco- 
hol, Drug Abuse, and Mental Health Administration, 
the Centers for Disease Control, the Food and Drug 
Administration, the Health Resources and Services 
Administration, and the National Institutes of Health 
(89). 

The overall budget of the Office of Disease 
Prevention and Health Promotion in fiscal year 1989 
was close to $5 million. Although the amount spent 



on adolescents is not known, the Office of Disease 
Ptevention and Health Promotion has several ongo- 
ing activities that affect adolescents* Examples 
include awarding grants to national private sector 
organizations under the National Health Promotion 
Cooperative Agreements Program and the coordina- 
tion of a broad*based public service initiative to 
develop the agenda for **Healthy People 2000: 
National Health Ptomotion and Disease Preven- 
tion/' This initiative developed objectives targeted 
to adolescents.^^ The Office of Disease Ptevention 
and Health Promotion has cooperative agreements 
with the Association of American School Adminis- 
trators, as well as the American Medical Association 
to help promote the * 'Healthy People 2000: National 
Health Ptomotion and Disease Prevention'' objec- 
tives as they relate to adolescents. 

Office of Minority Health — ^The Office of Minor- 
ity Health is the agency within DHHS which was 
originally established to be responsible for coordi- 
nating and monitoring the implementation of the 
recommendations fix)m The Report cf the Secre- 
tary's Task Force on Black and Minority Health. 
That report identified six health priority problem 
areas among minorities: cancer, cardiovascular dis- 
ease and stroke* chemical dependency, diabetes, 
homicide and accidents, and infant mortality. In 
1988, the Office of Minority Health added AIDS to 
the list of major health problems* Three major 
demonstration grant programs funded by the Office 
of Minority Health directly address the seven 
minority health priority areas. The Minority Com- 
munity Health Coalition Program provides grants to 
develop community health coalitions which can 
effectively demonstrate risk reduction efforts among 
minority populations (91). In 1989, the Office of 
Minority Health awarded seven demonstration 
grants of approximately $200,000 each, two of 
which were directed at adolescent minorities. In 
addition, the HIV/AIDS Education and Prevention 
Grant Program awarded 24 grants of approximately 
$50,000 each in 1989 to both national and community- 
based minority organizations Hhat provided educa- 
tion and information to minorities on the prevention 
of the spread of HIV (91). Three such gnmts on 
mV/AIDS education and prevention directly affect 
adolescents (93), In 1990, the Office of Minority 
Health announce a three-part grant program to 
address the health and human service needs of 



32Hetlthy People 2000 objectives pcftioent to AdoletcoiU are discussed in Volume ISwnmary and Policy Options of this Report (44b). 
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Figure 19-8— U*S. Department of Health and Human Services, Public Health Service, Office of the Assistant Secretary for Health 
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minority males of all ages. One program, funded at 
$450»000» was to s\qiport meetings and conferences 
on problems confronting high-risk minority males; 
a second, funded at $1.05 million, was to provide 
limited resources to plan and develop community 
coalitions to address the needs of high-risk minority 
males in specific communities; and the third, Ifund- 
ing for which had not announced, was intended 
to demcmstrate methods of implementing commu- 
nity coalition intervention activities involving mul- 
tiple organizations (55 FR 22312). In early 1990, a 
report by the U.S. General Accounting Office 
criticized the Office of Minority Health and later in 
1990, the potential role of the Office was expanded 
when the U*S* Congress statutorily established such 
an Office, to be headed by a E)eputy Assistant 
Secretary for Minority Health (Public Law 101-527, 
the ''Disadvantaged Minority Health In^>rovement 
Act of 1990,' • section 2). Public Law 101-527 also 
authorized an increase in funding for the Office of 
Minority Health, to $25 million per year for fiscal 
years 1991 through 1993. The potential role of the 
Office in the health of minority adolescents is as yet 
unknown. 

Office of Population Affairs — ^Within the Public 
Health Service's Office of the Assistant Secretary 
for Health, the Office of Population Affairs carries 
out activities related to adolescent pregnancy, family 
planning, and population research. The Office of 
Population Affairs has responsibility for administer- 
ing Title X (Family Planning Services and Research 
Program) and Title XX (Adolescent Family Life 
Program) of the Public Health Service Act.^^ 

The Office of Population Affairs provides Title X 
funds to public or private nonprofit organizations 
operating family planning projects for low-income 
families and encouraging family participation when 
possible. There are currently approximately 86 
States, organizations, or independent family plan- 
ning agencies receiving Title X moneys throughout 
the country (37). Services they provide include 
education, counseling, and medical services related 
to contraception as well as training for family 
planning personnel in general and nurse practition- 
ers in particular to help improve the (feUvery of 



family planning services. Organizations which re- 
ceive Title X money may not provide counseling and 
referral for abortion services except in medical 
emergencies.^ In fiscal year 1990, $ 1 30 million was 
available for family planning service grants, 22 of 
which were awarcted competitively (54 FR 35440); 
the remaining 64 awards rq)resented continuations 
of projects which had conq)eted in one of the prior 
2 years. Current Title X priority areas are: 

a the involvement of families of adolescent 
clients in Title X clinics, 

• infertility services, 

• natural family planning services, 

• male involvement, 

• sexually transmitted diseases, 

• AIDS, and 

• sexual abstinence for adolescents. 

Approximately one-third of all Title X money is 
specific to adolescents. The last new reauthorization 
of funds for Tide X was in 1984 (Public Law 98-5 12) 
(19). However, organizations continue to receive 
Title X funds through congressional appropriation 
acts. 

The OfiBce of Population Affairs provides Title 
XX (Adolescent Family Life Ptogram) funds to 
support research and demonstration projects aimed 
at the alleviation, elimination, or resolution of 
negative consequences of adolescent premarital 
sexual intercourse. Specifically, abstinence from 
premarital sexual intercourse and adoption as an 
alternative to abortion are encouraged. Additionally, 
demonstration projects under the Adolescent Family 
Life Program attempt to establish iimovative, com- 
prehensive, and integrated health care services for 
pregnant and parenting adolescents under age 19. As 
with Title X funds. Title XX money cannot be used 
to provide abortions, abortion counseling, or abor- 
tion referrals, and adolescents must obtain parental 
consent before participating in any Title XX pro- 
gram (94). An average of 60 demonstration grants 
are funded under Title XX each year. In fiscal year 
1986, Title XX demcmstration projects served iq;>- 
proximately 60,000 adolescents in both prevration 
and care {»ograms. In addition, Title XX funds 
supported research on adolescent sexual activity and 



^or amoie in-dqitli discuisioo of lorvicei provided to pr^gnaot and pmotrng idolfctc«aa by the Office of Population Affairs under Titles X and 
XX of the PobUc Health Sovicc Act, see clL 10« **PkegDaiicy andPaieotiiic: PteventkmindServices,*' in Vol. n. 

^lna5^deciiionoiiMay23. 1991, theU^. SupteoieCouituphekl this ieguktk>n,deqrtte the conoeiiicrfsoiDed^ 
**falaet naiaaB Plm Amaudmeot [free speech] coocenis** (The New York Times, **Exceipts Piom Cam Rnlii^ Cmhiiv Family Pl«fmjiv CUnics,** May 
24. 1991. p. A19: L. Ofeenhonse. **Flve Justices Uptiold U.S. Rule Cuitiqg Aboiikn Advice.** The New York Times, p. A19. May 1991). 
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the effectiveness of available services. The funding 
for Tide XX in 1990 was $9.S million, all of which 
was for adolescents. 

Agencies Other Than DHHS: Programs and 
Expenditures lor Adolescents 

There are agencies other than those in DHHS that 
provide funding aimed at improving the lives of 
adolescents (see table 19-5). Many of these agencies, 
such as the U.S. Consumer Product Safety Commis- 
sion and the U.S. Departments of Agriculture, 
Defease, Education, and Transportation, do not 
provide set-asides for adolescents but do include 
adolescents as a subgroup of larger populations 
served. Again, this factor makes determining expen- 
ditures for adolescents difficult. 

ACTION 

ACTION administers several Federal domestic 
volunteer service programs that provide human 
services to disadvantaged, poor, and elderly Ameri- 
cans,^^ Within ACTION, the Office of Domestic 
Operations administers several programs that affect 
adolescents. These include the Retired Senior Vol- 
unteer Program, the Foster Grandparent Program, 
Volunteers in Service to America (VISTA), the 
Student Community Service Program, and the Of- 
fice of Program I>emonstration and Development. 
The Foster Grandparent Program provides direct 
benefits (e.g., stipend, transportation, meal assist- 
ance, annual physical examination) to low-income 
individuals ages 60 and over who work 20 hours a 
week with children and adolescents with special 
needs (2). In fiscal year 1988, the Foster Grandpar- 
ent Program sponsored 252 projects with a budget of 
$57.4 niiUion. That year, it served about 70,000 
young people, including about 25,S(X) ages 6 
through 12 and 15,400 ages 13 through 20 (4). 
lypically, the young people assisted are at risk of 
drug or alcohol use, are in the delinquent detention 
system, are pzegnant or parenting, or are mentally, 
physically, or emotionally disabled (2). 

The VISTA program tries to help low-income 
people become self-sufficient by supporting projects 
sponsored by local public and private nonprofit 



organizations (2). In fiscal year 1988, 244 VISIA 
projects focused on youth (2). As of August 31, 
1989, 66 VISTA volunteers weie ipvolved in 15 
projects focusing on juvenile health, including the 
prevention of adolescent pregnancy, substance abuse, 
suicide, and violence (3)* The Student Community 
Service Ptogram funds projects that enable high 
school and college student volunteers to work as 
volunteers to help elUninate poverty-related prob- 
lems. The estimated budget for the Student Commu- 
nity Service Program for fiscal year 1990 was 
$893,000 (7), In 1988, an estimated 28,000 students 
provided more than 850,000 hours of community 
service in various settings, such as Head Start 
programs, juvenile diversion programs, shelters, and 
soup kitchens (2). 

The Program Demonstration and Development 
Division within the Office of Domestic Operations 
was created, in part, to award demonstration grants 
to organizations thau have the potential to generate 
volunteer activity \^ithin a community and have the 
ability to serve as a model for other organizations* In 
fiscal year 1988, the Division awarded $2.6 million 
in demonstration and other grants for 79 projects 
(2).^^ Because Congress earmarked all fiscal year 
1990 demonstration grants for illicit drag use 
prevention activities (7), ACTION gave top priority 
to drug prevention initiatives for at-risk youth in 
fiscal year 1990. These grants ($1.3 million for 
1990), handled through the Office of Ptogram 
Demonstration and Development's Drug Alliance 
Office, are awarded to community drag prevention 
projects that include enlisting volunteers from cor- 
porations to serve as mentors and organizing parent 
groups to prevent drag abuse. 

U.S. Consumer Product Safety Commission 

The U.S. Consumer Product Safety Conmiission 
typically does not focus on adolescents as an age 
group, but focuses on product*related hazards* For 
example, priority areas in fiscal year 1990 include 
indoor air quality, playground surfacing, diving 
injuries, choking hazards, and lead in water coolers* 
Although no projects are specifically aimed at 
adolescents, some projects do ha\'e a (Urect impact 



^^The fole of ACTION in oiganmiig and coordinatitig dooestic volmitoer service activities miy have been iffbcted by pasMge in Uie 1 990 of the 
Nitianil and Comtnunity Service Act of 1990 (Public Law 101-610). While the Uw intcoded to "build on fSbe cxMng ovipnizationAl frunewofk of 

Fledend, State, and local piognnu and agencies to expand full-tinie service opportunities for all citizens '\ it alio establiihed a Commission on 

National and Commitnity Service to administer most of tfie programs estabUsbed by th6 act. The programs established by the act are described briefly 
in Voiume i^ummary and Policy Options and more fully in cb. 4, ''Schools and Diacretk>naiy Time/* in Vol. n. 

^^These projects were supported widi $1,074 million in non-FMleral coimibntions. 
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Table 19-^5— Expenoiiu.^s on Adolescent Health by Federal Agendee Other Than the U.S. Departnient of 

Health and Human Services 



Agency with actual 
or potantiat rola In 
ack>la$oant haatth 



Total axpandtturat 
(most currant fiscal yaar) 



Eatlmatad axpandlturas 

for addtacents 
(mom currant flacal yaar) 



Pefcont oC a)q>ondlturas 
for adoiaaoancs 



ACTION 

U.S. CONSUMER PRODUCT SAFETY COMMISSION 

as. DEPARTMENT OF AGRICULTURE 
Extanaion Sarvica 

Human Nutfftlon Information Sarvica 
Food and Nutrition Sarvica 

U.S. DEPARTMENT OF DEFENSE*" 
Foroa Managamant and Paraonnal 
Offica of C.^llan Haalth and Madlcal Program of 
tha Uniformed Sarvlcaa (CHAMPUS) 



U.S. DEPARTMENT OF EDUCATION 

Office of Planning, Budget and Evaluation 



Office of the Assistant Secretary for Elementary 

and Secondary Education 
^Office of Indian Education 
^^fice of Migrant Education 
Office of the Assistant Secretary for Educational 

Research and Improvement 
Office of the Assistant Socratary for Spedal 

Education and Rehabilitative Servicas 
-Office of Spedal Education Progmms 
—National Institute on Disabifity and Rehabilitation 

Resdarch 

Office of the Astistant Secretary for VAocatlonal and 

Adult Education 
Office of Bilingual Education and Minority 

Languages Affairs 
Offica of tha Assistant Secretary for Postsaoondary 

Education 
US DEPARTMENT OF JUSTICE 
National Institute of Justice 
Office of Juvenile Justice and Delinquency 

Preverrtlon 
U.S. DEPARTMENT OF LABOR 

Employment and Training Administration* 
U.S. DEPARTMENT OF TRANSPORTATION 
Federal Highway Administration 



$170,417,000 (1990)" 
$34,500*000 (1989) 

Not provided 
$361,370,000 (1989) 
Not provided 
$21^.955(1989) 

Not provided 
Not provided 
$2,400,000,000(1989) 



$22,467,400,000(1989) 
Not provided 



$6,600,886,000 (1989) 

$71,553,000 (1989) 
$269,029,000 (1988) 
$78,200,000 (1989) 

$3,558,500,000(1988) 

$2,109,982,000 (1988) 
$53,525,000 (1989) 

$1,080,614,000(1989) 

$197,394,000(1989) 

$5,814,320,000(1989) 

Not provided 
$21,000,000 (1989) 
$72,482,000(1990) 

$24,900,000,000 (1990) 

$3,728,431,000' 
Not provided 
$13,308,000,000 (1988) 

$103.500,000 (1989) 



$16,127,000 (1990)* 
Not provided 

Not provided 
$90,342,500 (1989)* 
Not provided 
No specific line items for 



Notpfovfdad 
Not provided 

$552,000,000 (1989)> 



No specific line Items for 
edolaacents. 

Qenerally. no specific line 
Itemsforadolsecanis. Ado- 
lescents raoalva Fadaral 
money through funda pro- 
vfded to State and local 
r Jucational aganolea and 
other organizations. 

f40 specific line items for 



Notprovklad 
$123,193,500 (1986-87) 
Not provided 

Not provided 

Not provided 
$17,461,006(1989)** 

Not provided 

Not provided 

Not provided 

Not provided 
$4,200,000 (1989)* 
$72,482,000 (1990) 

No lir^a items specific for 

adolesoants. 
$2,166,367,000(1989)0 
Not provided 
No line items specific for 

adolescents. 
$975,000 (1989)* 



9.4 percent 
Estimatad at 50 per- 
cent for aicNIdren. 
Not provided 
25pan3ant 
Not provided 
Nctprovldedo 

Not provided 

Not provided 

23 percent of CHAM- 
PUS benefit oosta 
are provkM to ad- 
olescents ages 10 
to 19. 

Not provided 

Not provided 



Not provided 

Not provided 
46pNaroant 
Not provided 

Not provided 

Not provided 
32 percent 

Not provided 

Not provided 

Not provided 

Not provided 
20 percent 
100 percent 

Not provided 

58 percent 
Not provided 
Not provided 

1 percent 



National Highway Traff ic Sa fety Administration 
^Estimated amoimt. 

^orty-three percent of the partldpsnts in the National School Lunch Program are In grades 7 through 1 2; 24 peroarvl of those in the School Breakfast Program 
are in grsdes 7 through 1 2; 23 pefoent of those in the SurniT^ Food Service Progrm are ages 1 3 to 1 8; ^ 

Food Program for ^MNnen, Infanli. and Children are pregnant, breastfesding. or postpartum tomalea Ises than age IS; and 34 pmentof thoae in the Food 

Stamp Program are between the ages of 16 and 17* 
<:Questionnalre is from the perapeetive of the yoiAh activities programs which are part of the Morale. \Mfare. and Recreation Divlaion, However, the 

Department's commitment to adoissosn t s Is not limited to these programs. Other agendss. such as Medical Progrwna. Mental Health Division. Dnjg and 

Alcohol Abuse Prograim. and Chaplains Programs, sponsor activities tor military youth. 
^Adolesoent prolecto are included wItNn larger reesaroh sfforts and are not spedflcaly for adolesoents. 
fThese data were obtained fn)m £. Kolodny. U.S, Departoient of Ubor (20). 
Tunds are aiooated for pragram year July 1. 19a9-^une 30. 1990 and not tor the fiscal year (20). 
9Forty pen^nt of Title ll-A, all of Title 11-6. and all of Job Corps funding Is allottsd to youth, prirnarily ages 16 through 21 (20), 

SOURCE: Offica e« Tsctindogy Assessment 1 990. based on Federal agency reaponsee to the Office of Technology Assessment's survey on adolescent 

health. 1989. 
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on adolescents. These include projects related to 
all-tecun vehicles, fireworks, bicycles, lawn darts, 
water coolers with lead components, amusement 
rides, diving injuries, and playground surfacing. It is 
estimated that about SO percent ($17.3 million) of 
tibe Commission's budget in fiscal year 1989 went 
toward activities that protected children^*^ (40). 

U.S. Department of Agriculture 

Four of the U.S. Depaxlment of Agriculture 
Extension Service's nine priority areas include 
substantial adolescent components.^' Hiese initia- 
tives are human nutrition, youth at risk, building 
human coital, and family aiul economic well-being. 
More specifically, building human ci^tal involves 
helping adolescents develop self-confidence and the 
ability to think independoitly as well as helping 
communities accept adolescents as responsible and 
valuable members of society (45). Youth-at<risk 
research and demonstration projects include a model 
youth-at-risk program with the University of Ari- 
zona and adolescents as advocates for youth with 
Colorado State University. Within the Extension 
Service's 4-H program, adolescents ages 10 to 18 
make up 66 percent of those individuals enrolled in 
the program, with 10- to 13-year-old adolescents 
making up 50 percent of those enrolled (45). In fiscal 
year 1989, approximately 25 percent of the Exten- 
sion Service's budget of over $361 billion was 
dedicated to programs devoted to adolescent is- 
sues.'* 

The U.S. Department of Agriculture's Human 
Nutrition Information Service conducts and inter- 
prets iqrplied research in food and nutrition (35). 
Other responsibilities include monitoring the food 
and nutrient content of diets, assessing dietary status 
and trends in food consunq)tion, increasing under- 
standing of the factors that influence consumer food 
choices, providing appropriate dietary guidance for 
the public, and developing techniques to help people 
make informed food choices. 



The U.S. Department of Agriculmre's Food and 
Nutrition Service administers sevend programs that 
provide food assistance to low-income individuals 
and families, inchiding the Food Stamp Program, 
various child nutrition programs, and the Special 
Supplemental Food Program for Women, Infants, 
and Children (WIQ (22). Adolescents ages 15 to 17 
make up an estimated 34 percent of the participants 
in the Food Stanq> Program (22).'*<* Child nutrition 
programs, such as the Naticmal School Lunch and 
School Breakfast Programs, and the Summer Food 
Service Program, provide food services to children 
and adolescents in public and nonpfofit, private 
schools. Adolescents in grades 7 through 12 make up 
an estimated 24 percent of the participants in the 
School Breakfast Program and 43 percent of the 
participants in the National School Lunch Program 
(22).^' Ftegnant, breastfeeding, or po$4)artum ado- 
lescents make up an estimated 2.8 percent of WIC 
participants (22). 

U.S. Department of Defense 

The Civilian Health and Medical Program of the 
Uniformed Services (CHAMPUS) is a health bene- 
fits program provided by the Federal Government 
under public law primarily to dependents and 
retirees of the Air Force, Army, Coast Guard, Marine 
Corps, Navy, Public Health Service, and the Na- 
tional Oceanic and Atmospheric Administration 
(49). CHAMPUS covers residential treatment for 
certain mmtal disorders, family planning services,^^ 
general inpatient and outpatient care that is consid- 
ered medically necessary, and general treatment for 
alcohol/drug abuse or dependency and detoxifica- 
tion, without conq>lications or comorbidity. In 
addition, the Program for the Handicapped provides 
benefits for individuals, who are prinuirily adoles- 
cents, with moderate or severe mental retardation or 
serious physical disabilities. Under CHAMPUS, 
adolescents are covered if they are unmarried and 
under age 2 1 , full-time students under age 23, or age 
21 and over and severely disabled (49). In fiscal year 
1989, $2.4 billion was spent on CHAMPUS (36). 



'The Consumer Ptrtdoct and Safety CommiisioQ doet not specify what age groupi this tenn encompaaMs. 
"The priority areaa are detennined by executive and legislative directives with local and Stete input. 
^'Most projects are limited to a single year of funding. 

^The Food Stamp Program supplements household income by improving families' food puichasiog power. 
^^^'Itoicipantt arc those cUldreo and adolescent students who ate a bwalrfast or Inn^ 

cin^t^^49r**" ™**'«»°»» contiaccptive diaphragms and biith control pllb but does not cova abortions except in very Umlted 
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CHAMPUS estimates that approximately 23 percent 
of CHAMPUS benefit costs are provided to adoles- 
cents ages 10 to 19. 

U.S. Department of Education 

Generally, the U.S* Department of Education does 
not administer educational programs targeted specif- 
ically to adolescents but includes adolescents as part 
of the school-aged population. For exanq>le, the 
Education of the Handicapped Act programs provide 
special education and related services for children 
and adolescents with disabilities, and programs 
authorized by the Dmg-Free Schools and Communi- 
ties Act target high-risk youth, many of whom are 
adolescents. For most programs, counts of individu- 
als served with U.S. Department of Education funds 
are done by grade level rather than by age* 

In 1989, the Department had a budget of c^yproxi- 
mately $22 billion and was responsible for 187 
programs spanning six different offices (figure 
19-9). It is impossible to determine total adolescent 
expenditures, because U.S. Department of Educa- 
tion funds are distributed to State and local educa- 
tional agencies that determine their own priorities. 
Hie U.S* E>epartment of Education's own priority 
areas are determined through legislative mandates, 
reviews of current literature, and State-identified 
needs. Priorities include increasing educational serv- 
ices to economically and educationally disadvan- 
taged children. 

In terms of research and demonstration projects, 
the U.S. E>epartment of Education programs are 
currently interested in dropout prevention, second- 
ary education and transitional services for disabled 
youth, bilingual aid, compensatory education, In- 
dian youth, homeless youth, and drag abuse preven- 
tion. Funding foi con^nsatory education, Indian 
education, and education of homeless children and 
adolescents is estimated to account for 2 1 percent of 
the U.S. Department of Education's budget (34), but 
only selected programs could specify funds for 
adolescents. 

Within the Department, three offices fund more 
projects and activities for adolescents than do the 
others (table 19-5). These are the Ofifice of the 
Assistant Secretary for Educational Research and 
Improvement, the Office of the Assistant Secretary 
for Elementary and Secondary Education, and the 
Office of the Assistant Secretary for Special Educa- 
tion and Rehabilitative Services. 

ERIC 



Office of the Assistant Secretary for Educa- 
tional Research and Improvement — ^Under the 
Secretary's Fimd for Innovation in Education (Pub- 
lic Law 100-297), the Office of the Assistant 
Secretary for Educational Research and Improve* 
ment administers funds to both public and private 
institutions to imfxrove health education fm ele- 
mentary and secondary students. In 1989, 18 proj- 
ects A^ere funded with approximately $3 million. 
The projects funded included various health educa- 
tion programs (on nutrition, fitness, disease preven- 
tion). State and local education reform models, and 
evaluations of health education programs. In 1990, 
$4 million was allotted to the Con^hensive 
School Health Education Programs, with a primary 
emphasis on models of health education programs 
and training needed to iiiq>lement such programs 
(55). 

Office of the Assistant Secretary for Ele- 
mentary and Secondary Education — For the past 
two decades, the primary Federal vehicle for hewing 
schools meet the educational needs of educationally 
disadvantaged children (i.e., children performing 
below their appropriate grade level, children of 
migrant workers, children with physical disabilities, 
and neglected or delinquent children under State 
care) has been the Grants for the Disadvantaged 
programs authorized by Chapter 1 of the Education 
Consolidation and Inqnovement Act of 1981 under 
the Office of the Assistant Secretary for Elementary 
and Secondary Education (53). In 1988, the Educa- 
tion Consolidation and Improvement Act was re- 
pealed and replaced by Titie I of the Elementary and 
Secondary Education Act of 1965, enacted as part of 
the Augustus F, Hawkins-Robert T Stafford Ele- 
mentary and SeccMidary School Improvement Amend- 
ments of 1988 (Public Law 100-297). The purpose 
of the aniendmtent was to strengthen parratal in- 
volvement and to improve access \0 high quality 
education for adolescents in areas with a hi^ 
proportion of low-income families and for neglected 
or delinquent adolescents in State institutions (53,54 
FR 21752). 

The Office of the Assistant Secretary for Ele* 
mentaiy and Secondary Education has one of the 
largest appropriations in the U.S, Department of 
Education, approximately $6.6 billion in fiscal year 
1989 (56). Although the proportion allocated to 
adolescents cannot be precisely determined, major 
programs that provide adolescent-related efforts 
include the foUowing: 
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Figure 1 9-9— U.S. Department of Education 
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SOURCE: U.5, Dspartmsnt of Education, organizational chart. Washington, DC, S«pt. 1 5» 1989. 
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• Chapter 1 grants to provide financial assistance 
to State and local educational agencies to meet 
the special educational needs of disadvantaged 
chilchen and adolescents;^^ 

• education of homeless children and youth, as 
authorized by the Stewart B* McKinney Home- 
less Assistance Act; 

• Indian education programs, as authorized by 
the Indian Education Act of 1988; 

• training for elenientary and secondary school 
teachers in math and science, as authorized by 
the Dwight Eisenhower Mathematics and 
Science Education, Hawkins-Stafford Amend- 
ments of 1988; 

• migrant education program to address the 
educational needs of migratory agricultural 
workers and fishers ages 3 to 21 , as authorized 
by Chapter 1 of Title 1 of the Elementary and 
Secondary Education Act of 1965; 

• drug abuse education and prevention coordina- 
tion in States and communities, as authorized 
by the Drug-Free Schools and Communities 
Act of 1986; 

• dr<^ut prevention demonstration projects con- 
ducted by local education agencies, educational 
partnerships, and community-based organiza- 
tions to increase the number of children and 
adolescents remaining in school, as authorized 
by Title IV-A of the Elonentary and Secondary 
Education Act of 1965 (56); and 

• distribution of books to high school students 
under the Inexpensive Bo<^ Distribution Pro- 
gram to encourage adolescents to read, as 
authorized by the Education Consolidation and 
Improvement Act of 1981 and Chapter 2 of 
Title 1 of the Elementary and Secondary 
Education Act of 1965 (34). 

Office of the Assistant Secretary for Special 
Education and Rehabilitative Services — ^Under 
the authority of Part B of the Education o£ the 
Handica^yped Act (Public Law 94-142) and Chs^ter 



1 of the Education ConsolidaticHi and Improvement 
Act as part of tfie Omnibus Budget Reconciliation 
Act of 1981 (PubUc Uw 97-35), the OfBce of 
Special Educaticm Programs (within the Office of 
the Assistant Secretary for Special Education and 
Rehabilitative Services) suf^lies funds primarily to 
State educaticm agencies to provide special educa- 
tion and related services to children and adolescents 
ages 3 through 21 with disabilities (57).^ In 
1987-88, a total estimate of $574.14 million or 44 
percent of the total ^ipropriation of approximately 
$1.3 billion was spent to reach close to 1.7 million 
students ages 12 to 17 (13)/^ 

Under Chapter 1 Handicapped Programs (of the 
Education and Consolidation Improvement Act), 
State-operated programs provide special education 
to children and adolescents with disabilities who are 
in or have transferred from State-operated or State- 
supported programs. Over 83,000 students ages 12 
to 17 received services through this program at an 
estimated cost of $48 million in the 1987-88 school 
year.^ 

One priority area within the Office of Special 
Education Programs is secondary education and 
transitional services toi handicapped youth. This 
activity assists adolescents with disabilities and their 
families in making the adolescents* transition from 
secondary school to woric life or postsecondary 
education settings. About $7.3 million was spent on 
this program in fiscal year 1988. Further, the 
Program for Severely Handicapped Children at- 
tenqpts to involve families in the planning and 
delivery of services and increase the number of 
children and adolescents with severe disabilities 
being served in regular school settings (54 FR 3945). 
finally, the Office of Special Education Programs is 
supporting research projects for interventions to 
retain junior-high-school-aged students with disa- 
bilities, who are at risk of dropping out of school (54 
FR 30642). 



^oagebfMlokiwnimAviilabteforcni^^ 1 Howeva*infbel987-8S»clioolyetf,21pcm«(l,037,l^ 

aecved were ttadeiut ia gndee 7 diroiigli 12 in bodi public eDd piivaiL kIidoIs, wiili fimtti^ for tfaeee adoleecenis UMixiz $3.S billkm (56). 

^^TW BdKati(» of the HMidic^vped Act (I^^ 
However^ Slilef m not raqaif^ ID ienre 3- 10 5-ye«^^ 
the itMe fttqiilm ihit At letf 1 75 pefc«m of file fi^ 

lefviqg chlldm diractly . Up to 25 pevcam of tbe ftmdf may be ipeot on direct and rappoit tervioei and administnakm M die State level. 

^./iical 1989. of the $2. 1 bOlico appropHiled to d»e 
to Siiie edncatian ^genciet oodcr five giant p rogr ann (57). 

^diel987-88achoolyeflr,appnttimtiety40pefcemofcl^^ Most 
of dieae adoleicientii had leambg disabilitief (50). 
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Another branch of the Office of the Assistant 
Secretaiy for Special Education and Rehabilitative 
Services, the National Institute on Disability and 
Rehabilitation Research, administers a number of 
research activities that affect adolescents, although 
adolescents are not specifically targeted. Foi fiscal 
year 1989, $17.46 million was spent on initiatives 
that would affect adolescents. The priority areas for 
fiscal years 1989 and 1990 include research on 
children with severe emotional problems, a pediatric 
center for study of children's needs, spinal cord 
injury centers, and persons with orthopedic disabili- 
ties. 

U.S. Department of Justice 

Office of Juvenile Justice and Delinquency 
Prevention — ^The Office of Juvenile Justice and 
Delinquency Prevention was created under the 
Juvenile Justice and Delinquency Prevention Act 
(Public Law 93-415) and was authorized to adminis- 
ter programs and pohcies to improve the juvenile 
justice system, assist communities in responding to 
the needs of juveniles, assess the factors that 
contribute to juvenile delinquency, and inform 
practitioners about research findings and successful 
interventions (sec figure 19-10). Additionally, the 
Office provides support and assistance to State and 
local juvenile justice agencies and delinquency 
prevention programs and facilitates cooperation and 
coordination among the Federal agencies funding 
juvenile delinquency programs. In fiscal year 1989, 
the office's budget was $66.69 million* The Office's 
fiscal year 1990 priorities are serious juvenile crime, 
illegal drug use, youth gangs, and missing and 
exploited children. Additionally, Congress man- 
dated the following studies: 

• determination of the extent to which confme- 
ment conditions in juvenile detention and 
correctional facilities comply with national 
standards; 

• obstacles to legal custodians' recovery of 
children who have been removed by a noncus- 
todial parent; 

• village and tribal justice systems' treatment of 
American Indian and Alaska Native juveniles 



accused of conunitting crimes on or near 
reservations, and the availability of community- 
based alternatives to incarceration for these 
youth; 

• extent to which minority juveniles are dispro- 
portionately detained or confmed in secure 
juvenile detention or correctional facilities, 
jails or lockups; and 

• improvement of national statistical data on 
juveniles ^""kcn into custody. 

The Office of Juvenile Justice and Delinquency 
Prevention awards an estimated 115 to 120 discre- 
tionary grants each year, ranging from $15,000 to $4 
million, with an average of approximately $215,000 
per award in fiscal year 1989.'*^ In 1988, Congress 
authorized that substantial portions of discretionary 
funds be shifted from discretionary to formula grants 
to States (34)»^ In fiscal year 1989, the funds 
allocated to States totaled $45.75 million* 

National Institute of Justice — ^The National 
Institute of Justice within the U.S. Department of 
Justice works to improve the criminal justice sys- 
tem, addresses crime prevention and control, and 
enhances community safety and security* Although 
approximately 20 percent ($4.2 million) of the 
National Institute of Justice's overall budget of $21 
million is spent on research and demonstration 
projects that include adolescent components, the 
National Institute of Justice generally does not target 
adolescents specifically* Its fiscal year 1990 priori- 
ties include examining drug marketing and associ- 
ated crime, violent crime, effective policing strate- 
gies, white-collar and organized crime, and the 
prosecution and incarceration of offenders. Current 
adolescent projects include grants on drug use 
patterns of inner-city youth, drug testing of juvenile 
offenders, and helping fund the National Academy 
of Sciences Panel on Understanding and Controlling 
Violence which will examine adolescent data on 
violence. Additionally, the program of research on 
Human Development and Criminal Behavior wUl 
examine developmental factors that influence delin- 
quency, crime, and other antisocial behavior. 



fiscal year 1988« 86 initiatives were funded including 24 on illegal drug use* 18 on missing and exploited children, 6 on violence in the schools, 
and 3 on juvenile gang violence (97). 

^In order to be eligible for these grants. States must comply with section 223(a)(12)(A)(13) and (14) of the Juvenile Justice and Delinquency 
Prevention Act requiring the deinstitutionahzation of status offetKlers and nonoffenders, the separation of juveniles from adults within secure 
confmement facilities, and th? removal of juveniles from adult jails and lockups. 
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Figure U.S. Department of Justice, Office of Juveniie Justice and Delinquency Prevention 
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U.S. Department ol Labor 

Within the U.S, Department of Labor, the Em- 
ployment and Training Administration is the agency 
most directly supporting activities affecting adoles- 
cents. In program year 1989, funding for youth was 
estimated to account for 58 percent ($2.2 billion) of 
the budget. Employment and Training Administra- 
tion projects for youth typically focus on adolescents 
and young adults ages 16 and over. The Employment 
and Training Administration supports employment 
and training programs for economically disadvan- 
taged youth under the 1982 Job Training Partnership 
Act, Three sections of the Job Partnership Training 



Act affect adolescents ages 16 to 21: Titles II-A, 
U*B, and IV. 

Titles n-A and II-B of the Job Training Partner- 
ship Act autliorize block grants to States. Under Title 
n-A, training services are offered throughout the 
year to economically disadvantaged adults and 
youth. Forty percent ($7 15 J million) of the total 
budget in program year 1989 for Title II*A was 
earmarked for adolescents."^^ Title II-B establishes a 
summer employment program for low-income youth . 
All of the funding for Title H-B, $709.4 million for 
summer 1990, was designated for adolescents, and 
$12.9 million of this total was used to support 



^^States are required to allocate funds according to a set fonnula, so that 78 percent of the funds are distributed to service delivery areas (designated 
by Coveraors) and the remaining 22 percent is for State set-asides. 
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summer employment opportunities for Native Amer- 
ican youth (99). 

Title rv authorizes various federally administered 
programs affecting adolescents, such as Job Corps 
and programs designed for Native Americans and 
migrant workers. Job Corps, a joint venture between 
the U*S* Department of Labor, private corporations, 
and nonprofit organizations, provides en^loyment 
and training in primarily residential centers for 
disadvantaged adolescents and young adults ages 16 
to 21 (1(X)), The U.S. Department of Uiborpro^'^des 
funding for the centers, which totaled $74 1 *8 million 
in program year 1989, and corporations and non- 
profit organizations organize and manage the centers 
under a contractual agreement. In program year 
1989, there were 100,000 participants in Job Corps. 
After con:q)leting the program, 66*9 percent of the 
participants were placed in jobs and 16.7 percent 
went on for further education. 

In addition. Title IV establishes funding for 
research, which is administered by the Division of 
Research and Demonstrations in the Office of 
Strategic Planning and Policy Development* One of 
the primary goals is to address the problem of 
unenG^loyed youth or those at risk of becoming 
unen^loyed. Specific programs include grants for 
the following: to integrate Federal, State and local 
services; to investigate patterns of youth achieve- 
ment; to link school and employment with appren- 
ticeships; to evaluate demonstrations providing 
alternative education to at-risk youth; and to analyze 
interagency demonstrations (98). Currently, 35 such 
research projects are underway, and the average cost 
per project is approximately $275,000. 

Under the En^loyment and Training Administra- 
tion's Office of Work-Based Learning, the Bureau of 
Apprenticeship and Training administers various 
apprenticeship programs authorized by the National 
Apprenticesh4> Act of 1937. Federal staff from the 
Bureau of Apprenticeship and Training, as well as 
State personnel in some States, assist in providing 
tochmcal assistance to the apprenticeship programs, 
which are spojisored by industry. The average age of 
most qyprentices is about 29, and about 17 percent 
of q)prentices pre between the ages of 16 and 22 
(25). There is one type of apprenticeship program 
designed specifically for adolescents. The School-to- 
Apprenticeshq) Program, which makes up less than 
1 percent of all iqiprenticeshq) programs, provides 
adolescents with die opportunity to attain valuable 



job skills in an apprenticeship when they are high 
school seniors (101). 

U.S* Department of Transportation 

Federal Highway Administration — ^The Fed- 
eral Highway Administration does not typically 
target individuals of any age groiq), but 8iq)ports 
programs, such as highway repairs and maintenance, 
which inqprove the safety of the roads for everyone* 
Within the Federal Highway Administration, how* 
ever, the Office of Highway Safety sponsors a 
number of research and demcmstration projects that 
indirectly a£Fect both adolescent drivers and pedes- 
trians. For fiscal years 1987*91, $10 million was 
allocated for safety research and development, 
which includes research on accidents among young 
drivers, pedestrians, and bicyclists (102). 

National Highway TrafficSafety Adniinistration— 
Although the National Highway Traffic Safety 
Administration does not have any adolescent- 
specific priorities for fiscal years 1989 and 1990, the 
agency does fund several programs that include 
adolescents* Because motor vehicle accidents are the 
greatest cause of death for adolescmts and young 
adults ages IS to 24, this age groiq> is targeted by the 
National Highway Traffic Safety Administration. 
Activities for adolescents and young adults under 
age 2 1 include alcohol and drug accident prevention, 
passenger protection, and motorcycle safety; these 
activities take place in a variety of settings, such as 
schools, offices, and other places in the community. 
In addition, within the National Highway Traffic 
Safety Administration, the Office of Traffic Safety 
Programs has formed a Youth Committee to coordi- 
nate its highway safety activities for young adults* 
The National Highway TrafiSc Safety Admmistra- 
tion also supports workshops in colleges and media 
announcements dealing with alcohol and drug and 
highway safety policies* Research priorities include 
accident prevention techniques for use by States and 
communities. 

The National Highway Traffic Safety Administra- 
ticm also fimds activities aimed at individuals 
younger than age 15, which primarily affect adoles* 
cents in the 10- to 14-year-old age groiq>. These 
activities include pedestrian safety programs, a 
bicycle education program, disaeminatian of educa- 
tional kits for schools and communities, and infor- 
mational guides related to car air bags* kbohol, and 
safety belt use. As an exan^le, ''The Car Club," an 
instroctional kit for junior high and middle school 
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students, provides infoimation on car occupant 
protection. 

In 1989* the National Highway Traffic Safety 
Admimstration programs were estimated to reach 
over 30 million elementary, junior high, and high 
school adolescents* But in 1989, less than 1 percent 
($975,000) of the Administration's budget was 
estimated to target adolescents. Estimates for re- 
search programs targeting adolescents are not avail- 
able; however, total research funding is estimated at 
$775,000 for 1989. 

Coordination at the Federal Level 

Currently no one agency, department, or execu- 
tive office formally coordinates Federal activities 
related to adolescents, but some coordination does 
take place within and between organizations in the 
form of committees and memoranda of agreement.^ 
For example, within the Alcohol, Drag Abuse, and 
Mental Healdi Administration, the National Institute 
on Alcohol Abuse and Alcoholism and the National 
Institute on Drag Abuse together fund grants for 
drag and alcohol abuse prevention research* The 
U.S. Department of Justice's National Institute of 
Justice and the Office of Juvenile Justice and 
Delinquency Prevention fund a project on Drag Use 
Patterns of Inner City Youth. Examples of current 
efforts between agencies are listed below. 

• The Ad Hoc Committee on Health Promotion 
Through the Schools, which is coordinated 
through the Office of Disease Prevention and 
Health Promotion and involves about 10 Fed- 
eral agencies (e.g., U.S. Environmental Protec- 



tion Agency, the Indian Health Service, Bureau 
of Maternal and Child Health, and the U.S. 
Departments of Agriculture, Defense, Educa- 
ticm, Health and Human Services, and Trans- 
portation) (14). 

• The multi-agency collaboration with the Cen- 
ters for Disease Control's Division of Adoles- 
cent and School Health in the development of 
a Youth Risk Behavior Surveillance System. 

• The Coordinating Council of Juvenile Justice 
and Delinquency, created by Section 206 of the 
Juvenile Justice and Delinquency Prevention 
Act, coordinates Federal juvenile delinquency 
prograros^^ and is composed of cabinet-level 
representatives from 18 member Federal agen- 
cies. In fiscal year 1988, Coordinating Council 
agencies supported 72 initiatives to prevent 
juvenile delinquency (97). 

• The Ad Hoc Federal Interagency Working 
Group, which was developed to bring about a 
more coordinated governmental response to the 
drog problems within individual communities. 
Agencies include the National Highway Thiffic 
Safety Administration, and the U.S. I>epart- 
ments of Education, Health and Human Serv- 
ices, Housing and Urban Development, Justice, 
and Labor. 

• The Interagency Panel on Children and Adoles- 
cents nnieets monthly to share information and 
coordinate research efforts on issues affecting 
children and adolescents* Member agencies 
report on current research, demonstration proj- 
ects and various programs; in addition, they 
discuss interagency joint research. The panel 



^^ril 1991. the Secretuy of Healdi and HomaD Services an^^ 
DHHS(6U).Thepiiipofeofthetvorgaitlzaikmwai''to C^U). 
Ilie leorgaoizatioQ wouM oombUK aU prog^^ 

Mid child health block srant piogram in 0ie Health Resooicef and Scrvicci Administiitkan of the Pnblk Health Service, into a new "Adminigtration 
for dildicn and FuniJiet . ' ' The new Adminiatntion for CMdreo and Pamiliei would be on an equal level with the Pabltc Health Service, the Health 
Care Rnanciqg Administration, and the Social Security A dministra tion, ftograms in the new opemtiqg division would include pfograms such as Head 
Start Job Oppofftimides and Bask Skills, Aid to Families Widi I>q>cnde^ 
SodM Services Block Oiant^Onld Care and Devek»pment Block Oram, and 

(61a). Hie cooMned Mget of the new Administratio& was eatknaied by DHHS to be $27 billkai and tfie siie of the staff 2,000. Aoooidti^ lo the 
announoeaiient^nofimdii^orstaffcuts wintakeplaoeasetesiUtofthecl^ Altliough the reoffa nlia tion was said lo be effective immediately, the 
DHHS snnonncemc nt in d ic ji ted diat the change will invohfe cjoensive foUowup imp leii w o t km Conseqncntfy . a tartc Idfcc to direct the impletneBi a tioo 
had been fanned (6U). 11ns, although one of the inteoded diviskns of Ibe new Admi^ 

sppfoximately 60 U.S. executive bnmchagencieswidi a lok in adolescent health (sow 19-1) wete 

not incfaided in the reorganization. 

^'Coordination occwi smoQg the U.S. Dqiartnieat of Justice (National Institute of Justice and die Office of Juvenile Justice and DeUnqueocy 
jprevention]. U.S. Department of Health and Human Services [Administration for Cbildrm, Youth and Ftaiilies; Family and Youth Services Bviean; 
Cmoe of CoomumltySenfkes; Alcohol, Dni^ Abuse, and U.S. Depanment 

of Education, U.S. Department of IVan^portation [National Highway Traffic Safety Admhdstration], U.S. DepMmeot of Labor, U.S. Department of the 
Interior [Buitaii of Indian AfEsin),.U.S. flepartmem of Housta^ and Uiban Devekypmeot, ACTION, and ttie U.S. Environmcnttl Pkotectian Agency 
(97), 
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also conducts an annual conference to discuss 
topics in depth, inviting experts from outside 
the Federal government. Twenty-eight govem- 
ment agencies are represented at the monthly 
panel meetings. Agencies include ACTION 
and the U.S* Department of Agriculture* De- 
fense, Education, Health and Human Services* 
Justice, Labor, State, and Transportation (12)* 

Examples of past and current Memoranda of 
Agreement follow: 

• Parent education to low-income parents (in- 
cluding adolescents), expectant parents, and 
care givers of children ages 0 to 36 months in 
at-risk families: OfQce of Human Development 
Services, U.S. Department of Health and Human 
Services; Extension Service, U,S* Department 
of Agriculture; 

• Community-based mental health services for 
youth: National Institute of Mental Health, 
Alcohol, Drug Abuse, and Mental Health 
Administration; Bureau of Maternal and Child 
Health, Health Resources and Services Admin- 
istration; 

• Assignment of medical students to youth shel- 
ters to help enhance coordination of health 
services: Bureau of Health Care Delivery and 
Assistance, Health Resources and Services 
Administration; Office of Human Develop- 
ment Services, U*S. Department of Health and 
Human Services; 

• Demonstration projects in consumer education 
for public housing residents on nutrition and 
decisionmaking in eight sites: U.S. Department 
of Agriculture, Extension Service's 4-H Youth 
Development Program; U.S. Department of 
Housing and Urban Development; Kraft Goi- 
eral Food Foundation (48); 

• Support for the Cities in School project: U*S. 
Department of Health and Human Services, 
U*S. Department of Labor, U.S. Department of 
Justice, U.S. Department of Education; 

• Programs for Ammcan Indian youth related to 
alcohol and drag abuse education and preven- 
tion services for Indian children and adoles- 
cents attending elementary and secondary 
schools on reservations: U.S. Department of 
Education, U.S. Department of the Interior 
(14); 

• Supporting and mobilizing national resources 
for young children «id youtib with HIV infec- 
tion and AIDS-related con^lex: Office of 
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Human Development Services, U.S* Depart- 
ment of Health and Human Services; Public 
Health Service, U.S. Department of Health and 
Human Services; 

• Conducting 1988 National Health Interview 
Survey's CSiild Health Supplement; National 
Health and Nutrition Examination Survey III 
Child Health Component: National Center for 
Health Statistics, Centers for Disease Control; 
Health Resources and Services Administration; 

• Conducting National Adolescent Student 
Health Survey: Centers for Disease Ccmtrol; 
National Institute on I>rug Abuse* Alcohol, 
Drug Abuse, and Mental Health Administra- 
tion; Office of Disease Prevention and Health 
Promotion, Office of the Assistant Secretary for 
Health; 

• National Longitjdinal Survey of Youth: U*S. 
Department of Labor; U.S. Department of 
Defense National Institute of Child Health and 
Human Development, National Institutes of 
Health; Nationfd Institute on Alcohol Abuse 
and Alcoholism and National Institute on Drug 
Abuse, Alcohol, Drug Abuse, and Mental 
Health Administration (30); 

• Plan and implement cooperative program activ- 
ities related to the provision of services, educa- 
tion, and treatment to pregnant and postpartum 
women and to infants in the area of drag abuse 
prevention, education, and treatment via women 
in the Special Supplemental Food Program for 
Women, Infants, and Children (WIQ program: 
Office for Substance Abuse Prevention, Alco- 
hol, Drag Abuse, and Mental Healtii Adminis- 
tration; Food and Nutrition Service, U.S. De- 
partment of Agriculture; 

• Market research study conducted by S.W. 
Moiris A Co. to determine what high-risk 
adolescents know about certain issues, such as 
AIDS, teenage pregnancy, and substance abuse, 
and how they received this infonnatioQ: Office 
of Disease Prevention and Health Plromotion, 
U.S. Depaitment of Health and Human Serv- 
ices; U.S. Deptftment of Education; U.S, 
Department o( Justice; U.S. Department of 
Transportation (29); 

• Demonstration grant program to develop model 
programs for pregnant and posQwtum women 
(including adokaoents) and ttieir infimts: Of- 
j5ce for Subatance Abuse Prevention, Akx^Kd, 
Drug Abuse, and Mental Health Administra- 
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don; Bureau of Maternal and Child Health, 
Health Resources and Services Administration; 

• Siq)porting the reduction of crime in schools, 
Drag Prevention Education in the Schools, and 
D.C Fmt School Zone (Z-1000) Ptogram: 
Office of Juvenile Justice and Delinquency 
Prevention, and National Institute of Justice, 
U.S . Department of Justice; U.S. Department of 
Education (54); 

• Children in Custody Census of Juvenile Deten- 
tion, Correctional and Shelter Care Facilities: 
Office of Juvenile Justice and Delinquency 
Prevention, and National Institute of Justice, 
U.S. Department of Justice; Bureau of the 
Census; 

• Wilmington Delaware Public Housing Initia- 
tive: Office of Juvenile Justice and Delin- 
quency Prevention, and National Institute of 
Justice, Bureau of Justice Assistance, U.S. 
Department of Jostice; U.S, Department of 
Housing and Urban Development; 

• Supporting progL-ams on military installations: 
Extension Service, U.S. Deparbnent of Agri- 
culture; U.S. Department of Defense; 

• Improve breastfeeding promotion: Food and 
Nutriticm Service, U.S. Department of Agricul- 
ture; Office of Maternal and Child Health, 
Health Resources and Services Administration, 
in the U.S. Department of Health and Human 
Services; 

• Identification of ways to integrate food assist- 
ance set Aces into migrant health care pro- 
grams: Food and Nutrition Service, U.S. 
Department of Agriculture; Migrant Health 
Programs; 

• Smoldng Cessation in Pregnancy demonstra- 
tx(m project: Food and Nutrition Service, U.S. 
Department of Agriculture; Centers for Disease 
Control, U.S . Department of Health and Human 
Services; 

• Facilitating the transfer of nutrition education 
to American Indian households: Food and 
Nutritioa Service, U.S. Dq)anment <rf Agricul- 
ture; Indian Health Service, Public Health 
Service, U.S. Department of Health and Huntum 
Services; 

• Cooperation on bicycle safety issues: U.S. 
Consumer Product Safety Commission; Na* 
tiooal Highway IVaffic Safety Administration, 
U.S. Department of lYansportation. 



In bddition, some Federal agencies have become 
involved in promoting coordination at die local 
level. These efforts include the following: 

• Division of Children, Youth, and Families 
within the Office of the Assistant Secretary for 
Planning and Evaluation of the U.S. Depart- 
ment of Health and Human Services. 

The Divisicm has undertaken a study that will 
evaluate the feasibility of reorganizing local 
existing social services for at-risk children, 
youth, and families into a conqprehensive 
community-based system. This efifort, funded 
at $ 1 35,000, ties into local initiatives sponsored 
by the Annie E. Casey Foundation. 

• Regional Officer: of the Enq>loyment and Train- 
ing Adminiscration within the U*S* Department 
of Labor and the U*S. Department of Health and 
Human Services. 

These offices coordinate Youth 2000, a 
project designed to mobilize local efforts to 
address problems with at-risk youth, including 
illiteracy, incon^letion of high school, teenage 
pregnancy, and alcohol and dmg abuse (98). 

• Child and Adolescent Service System Ptogram 
within the National Institute of Mental Health. 

The Child and Adolescent Service System 
Program tries to promote change in the ways in 
which communities and States deliver health 
services to severely emotionally disturbed chil- 
dttn. Two Research and Training Centers 
under the Child and Adolescent Serviu^ System 
Program arc funded through an interagency 
agreement with the U*S. Department of Educa- 
tion's National bistitute oo Disability and 
Rehabilitation Research, and a Tbchnical As- 
sistance Center is funded through an agreement 
with the Health Resources and Services Ad- 
ministration's Bureau of Maternal and Child 
Health and Resources Development (76)* 

• High Risk Ptogram within the Child and 
Family Support Branch of the National Insti- 
tute of Mental Health. 

The Hig^ Risk Ro gram is helping to inte- 
grate HIV-infected children and adofeacents 
into State service networks for diildrtn and 
adolescents with severe emotional disturbance 
(78). 

A dd ition ally, several agencies have agmsienta 
with private businesses. For exanq)le, duongb the 
national Cooperative Extensian System, the U*S, 
Department of Agncnitnre and profeaaionals at 
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land-grant universities are trying to extend research 
and technology into the communities (45). Addition- 
ally, discussions are being conducted with the U*S 
Department of Housing and Urban Development's 
Division of Indian and Low Income Housing, the 
U.S* Department of Agriculture's Extension Serv- 
ice, and private industry to target youth programs in 
selected locations of high-risk factors. 

A common theme among the reports reviewing 
Federal policies toward children and adolescents 
and among representatives at OTA*s meeting with 
representatives of U.S. executive branch agencies 
with a role in adolescent health is the need for 
leadership and coordination at the Federal level, 
although the mechanism to provide for this coordi- 
nation is not uniformly agreed upon. 

In 1980, a report from the National Commission 
on Youth recommended the development of a 
comprehensive national youth policy at the Federal 
level to serve the needs of all young persons rather 
than targeted segments of the population (26a). 
Furthermore^ the Commission suggested that the 
policy should be long-term with a startup period to 
buUd experienced personnel for program supervi- 
sion. In addition, the Commission recommended 
both a presidential commission to study youth 
problems and the establishment of a White House 
youth office to coordinate policies and programs. 

Given the gaps in and between adolescent serv- 
ices, fragmentation and duplication in both prvi- 
grams and services, and conflicts among various 
levels of government and among a variety of 
programs, the 1981 report Better Health for our 
Children (96) recommended that an Administration 
on Maternal and Child Health be created that would 
have a broad role in coordinating progran^ for youth 
and children. 

In 1988, the National Commission to Prevent 
Infant Mortality recommended that a permanent 
national council on children's health and well-being 
be established to provide coordination and collabo- 
ration among Federal agencies to promote the health 
of both pregnant women and children (27). 

In both 1987 and 1989, the W.T Grant Founda- 
tion stated that the Federal Government has not 
provided a ''coordinated, comprehensive direction 
for youth* • ages 16 through 24 (33,34). 

Most recently, the Institute of Medicine reviewed 
the level of implementation of recommendations by 



over 20 major commission and panel studies on 
children, youth and families published between 
1983 and 1988, The review, Social Policy for 
Children and Families, nottd that * *there is no entity 
taking responsibility or catalyzing the nation into 
action. No coordinating mechanisms exist to ensure 
that the necessary services are provided effectively 

and efficiently to those in need [There is] no 

public leader^p on children's issues'' (28). The 
history of the Children's Bureau provides an illumi- 
nating exan^le of the way Federal policy on 
children and youth has developed in the past (see 
box 19-A). 

Most of these reports have not distinguished 
between children and adolescents. The Federal 
agency representatives who came to OTA for 
discussion in October 1989 agreed that there was 
little coordination on adolescent issues. Some of the 
responsibility for the isolation and fragmentation 
these representatives experienced was attributed to 
the legislation that guides executive branch pro- 
grams. In fact, the fragmentation of services may be 
due in part to the many authorizing congressional 
committees from which agencies take direction 
(table 19-6). As just one example, 53 House 
committees and subcommittees and 21 Senate com- 
mittees and subcommittees exercise some jurisdic- 
tion over controlling drug use in the general 
population (41). Still, the U.S. Executive Branch 
representatives did not believe that an agency 
devoted specifically to adolescent i^^ues would be 
the preferred method to improve aoulescent health, 
especially in these times of fiscal restraint. They 
favored incentives to increase cooperation and 
coordination among the current Federal agencies. 

Conclusions and Policy Implications 

The response to OTA's August 1989 survey of 
Federal agencies suggest that many Federal agencies 
support a range of activities directed toward inq>rov- 
ing the health of adolescents. As reflected in Federal 
agency budgets, however, adolescent health issues 
generally do not receive much emphasis* Among 
DHHS agencies, for example, it is rare for an agency 
to devote more than 10 percent of its expenditures 
specifically to adolescents (see table 19-3). DHHS 
agencies responding to OTA*s survey that do devote 
more than 10 percent of their expenditures to 
adolescents were the Centers for Disease Contiors 
Division of Adolescent and School Health (100 
percent), the Health Resources and Services Admin- 
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Box 19'A — History of the Children's Bureau | 

The idea of a central coordinating body for programs and policies related to children and youth in the United \ 
States is not new. The Children's Bureau was established in 1912. The issues surrounding the development of the 
Bureau are not at all dissimilar to some of the issues facing the Nation today. 

In the late 1800s, with the rapid growth of industrialization and migration to cities, communities were faced 

with a lack of ''oster care for abandoned children, high iiifant mortality rates, problems of gangs of homeless youth I 

roaming the streets, juvenile delinquency, education, and child labor. It was becoming more and more critical that j 

both national M local poUcics relating to children be developed. There was also the need for more accurate j 

information on the ct/. ^'^^^ n of children, ! 

The editors of a multi-volume history of children and youth in America noted that the Children's Bureau was: i 

The single most important development in the public provision of services to children during the early 20th | 
century. . . The founding of this agency signified acceptance by the Federal government of iespi>nsibility for 
promoting health and welfare of the young. The Bureau was not organized as a research and infomiation center and 
did not initially perform any child welfare services. Its function was to investigate and report upon ail maners 
pertaining to the welfare of children and child life among ail classes of our people including questions of infant 
mortality, the birth rate, orphanage. Juvenile courts, desertion, dangerous occupation, accidents and diseases of 
children, employment, and legislation affecting children in the several states and tcrritoncs (10). 

Grace Abbott, a former director of the Children's Bureau, noted that ' the whole child was made the subject 
of the research/' The interrelated problems of child health, dependency, delinquency, and child labor were to be 
considered and interpreted in relation totlie community program for all children" (10), This theme is one heard time 
and again in relation to the health problems of today's adolescents. 

The development of tlie Children's Bureau from its initial conception in 1903 until it was signed into law in 
1912 was not without controversy. The themes expressed by opponents of the Bureau seem remarkably familiar 
today. Opposition to the 1909 bill was in part based on the view that such a bureau would be unconstitutional as 
it purported to exercise jurisdiction over State and local agencies concerned with child welfare. It was also felt that 
such programs in the Children's Bureau would be duplicative of efforts by either the Department of Census or the 
Department of Education. Surprismgly, opposition was also expressed by the New York Society for the Prevention 
of Cruelty to Children which felt that the Bureau would **inevitable interfere with the work of our Societies where \ 
they exist through the entire United States" ( 1 0). One r enator speaking out against the Bureau noted that ' \ . .While 
upon the face of this measure it merely provides for the taking of statistics, the accumulation of knowledge, yet we 
know from other measures which have been introduced, some from the same source, that it contemplates the 
establishment of a control, through the agencies of government, over the rearing of children" (10). 

Despite these objections, a Children's Bureau was signed into law. In its first 10 years, the activities of the 
Bureau resulted in an increase in the number of States with special units concerned with child health from 1 to 46. 
Some of the issues brought to the fore by the Children's Bureau and local bureaus again are germane today. A report 
in 1927 by the Children's Bureau of Cleveland indicated that **. . no other dependency of children is so great a tax 
on the finiuici.il resources and on the skill of the staffs of social welfare agencies as that of divorce, separation and 
desertion. Tlie difficulties in families broken by divorce or desertion are so complex that tlie work of medical and 
sociaJ agencies of community must be well ctKirdinated in order to salvage as many of these wrecked families as 
possible" ( 10). 

Ill 1934, a report by the Bureau to the Committee on Economic Security on the impact of the depression noted 
that ". . .among adolescents were found evidence^ of increasing mental instability iuid inability to meet the 
problems that arise from unemployment and depleted family resources," 

And finally, in 1938, Grace Abbon, then director of the Bureau, noted that '^programs should be tailored for 
children and they cannot be merely an adaptation of the program for adults, . nor should the programs for children 
be curtailed during periods of depression or emergency expansion of other programs" (10). 

Orgjmi/ationally. the Children's Bureau was initially placed in the U.S. Department c^f l^bor. In 1930. the 
Preliminary Commntee Reports of the White House Conference on Child Health and Protection recommended that 
the Division of Child Hygiene and Maternity and Infancy of the Children's Bureau be moved to the Public Heahh \ 
Service (10). In 1946, die Children's Bureau was moved from the U.S, Department of Labor to the Federal Security ; 

Continued on next page 
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istiatiorrs Bureau of Health Care t>eliver\ arid 
AssisUincc (17 percent), the i^Jaiional Insiitutes of 
Health's National Institute o( Allergy and Infectious 
Diseases ( l^S percent), the Alcohol, Drug A.buse. ?jk\ 
Mental Health Administration's Natic^na) Instituic 
of Mental Health (12 percent). 

In mjn-DHHS agencies res[X)ndini! to OTA s 
survey, adolescents tend to receive a larger propor- 
tion ol appropriated nionev. although the total 
.11 K)unrs are small (see table 19 5). The US. 
Depitrtrnent of Justice, for example, directs approxi- 
mately 20 percent of its National .'nsiitute of Jusnce 
funds and all of its Office of Juvenile Justice iuid 
Delinquency J^evention funds ^o adolescents. In 
addition, the U S Department oi Agriculture \ 
Extension Service, and the U S, Department of 
Eiducanon\s National In.stitute on Disability and 
Rehabilitati<)n Research direct over 20 percer?? of 
their funds spccificaliy to adolescents. 

A very rou^:h estunale by OTA, based on data 
to be provided by the ^<uige ol' U.S. executive branch 
agencies with a role in adolescent health, is that, m 
fiscal yecU 198t;, adolescent health initiatives ac- 
counted for fKThaps 2 percent of the $533 billion m 
Federal expenditures (]02a) for dc»rnestic '*human 
resources'' or * "social welfit: " programs/^' 



Most Fedenil agencies surveyed by OTA do not 
provide specific sei-a.sides for adolescents. Instead, 
they often include adolescents as part of a larger, 
more general, research or service focus> Because 
adolescents require comprehensive, continuous, de~ 
velopmentally appropriate, labor-intensive interven- 
tions, ihey may not receive the services they need 
when they are rncluded as piui of [X)pu lations 
scr\ mg 'hildren in general or adults. 

Fetieral agency priorities iU"e i>ften determined by 
authorizing legislation or C/^ecutive directive. In 
some cases, tlie result is that resources available to 
set"ve the needs of ado -scents are quite limited. 
Federal agency represehiatives at OTA's meeting 
indicated that direction for changmg agencies' 
short- and long-ttrm pnonties must come from the 
President or Congress. To make adolescent nealrh a 
priority. Federal agency represc^niatives expressed 
the need for additional appropriated " 'nds or for 
current funds to shift frorn other areas luvi suggested 
Congress could heighten awareness of adolescents 
;uid their health needs through a series of hearmgs. 

(^inently, tlie Federal Government places lieavy 
emphasis on supporting programs cind projects 
re.hUi'd ro the coF)sequences of adolescent sexual 



-"'Hujn*UJ rcs(i;jr( '-s ' or vx. fu) wc^ii^rc'^ programs uk ludc fh<: huJgct ' 'fuiK !ion^^ ' oi c^M nUon, iicLuung, uiicmph>ymcin,. and s<x lal scrvKes. 
health, Mafkiue. in(.ome SAxunty, s^xial stcuniy; ?nd veterans tx-nef its and s^rrvjx e> (4lajf)2a} Urccni cr^in^cs in ihc IcdcTn) hud^c! as they ^yctmu 
\i> (lonif'siic spaM.!i.ng, imd ibc pofairiai tonsctjiiefKrs (or aflole?u:en( \u:ithU miiiatives, Air i1i.s<'uj;scd mott fuHy in Volumf i ■Summary arui Pohcy 
Optii^ns <i\ fhis Rcpor! (44h/! Vht': budget sh.iK wc-ul^l Ix* higher A thr .iito)c;>t.crn s^wur of AMX" p;^yr7)erH5 wcrr kuvwn 



Table 1 9-6— Congressional Committees With a Role in Adolescent Heaith* 
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B - S«tt funding (^ukMinas 




AU • Autborlzaa ma|or program araaa 
A - Authorlzaa spadf ic programa 
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T m Jurisdiction ow funding aouroaa such as trust funds 


Congraasional 

CaKTiiTiIiiVvV KIO 


Famiilas 


Schoola and 
aducatlon 


Work, 
racfaatlon, 
and fitnaas 


Nutrition 


Spadal 
groups 


HaaHh and 
ralatadsarvloas 

/dslh/AfV MfiA 

aooaaa) 


Rrmnciai 
aooass to 

health 

sarvlcaa 


Futura 
oompatltlvar)ass 

raadinaas 


Othar 


Senate committees 
AericuRure, Nutrttbn, and Forastry^ 
Nutrition and Invaatigationa 








AU/O 


A/O 










Appropilatlona^ 


AP/O 


AP/O 


AP/O 


AP/O 


AP/O 


AP/O 


AP/O 


AP/O 


AP/O 


Armad 8erv Icea* 












A/O 


A'O 


A/O 




Banking, Houaing, and Urban Affalra' 
Houaing and Urban Affairs 


A/O 








A/O 










Budgat 


O 


O 


0 


O 


0 


O 


O 


O 


0 


Commarea, Sclanoa, and Tranaportationo 






AU/O 












AU/O 


Envlronntant and Public Wbrka^ 






A/O 










AU/O 




Flnanoa* 
Soda! Sacurtty and Family Policy 
Haalth for Famitias and tha Uninaurad 


T/O 










T/O 








Govammantal AffalraJ 


O 


O 


O 


O 


0 


O 


O 


O 


AU/O 



•Excaptiwfisranotad. tha congrasstonalcommlttaas shown in tWstaWaarastan^^ bodisaofaltharthaHouaaorthaSanats 
havs raaponslbility for broad araaa of lagiolation (a.g.. agriculture)* and are rsaponalbia for moat of tha lagialation conaidarad by Congraas. Tha Sanata has 1 6 atanding oommlttaea. and tha House 
has 22 standing oommlHaaa. SaMcorrvTWrreaf ara oommittaaa craatad to study particular problams or conoarns (a.g.. Salad Commlttaa on Children, Youth, and Familiaa). Thasa oommlttaas 
maks raoommandatkina but are usualy not parmlttad to report lagialation to Congraaa (the ona axoaption is the Select IntaUiganoa Committee). Joint oommitteaa ara oommHtaas oompoaed of 
mambars from both tha Houaa and tha Sanata. The Joint Eoonomb Committee Is tha only joint oommlttea whkii haa a poll^ rola v. an admlnlatratlva rola, and raporta its findings to Congraas 

^><M)f cuboonmittaea that deal axtanaivaly with lagialation ralatad to addaaoant health ara noted. A guboommm^k an offahoot of a standing or }olnt oommlttae and daals with a particular araa 
oovsradbythefuloommlttae. Tharaarauauallyanumbarofaubcommittaaawlthlnapartbularoornfnittae. Members ;?fthaauboommlttaearaalaomambersofthafulcommlHee. Subcommittees 
how haartngs and amand bMis ralating to thair particular topb ara^. Tha amandmanta muat be votad on In tha ful oommittaa bafore returning to the Housa or Sanata f k>or. 

«Tha Sanata AgrtcuHura, Nutritk)n, and Forastry Committee authorlzaa and axe^dsea ovaralght ovar numaroua programs administarad by tha U.S. Dapar^ant of AgHcuftura, Including food and 
nutrition programs («.g.. tha Food Stamp Program, achooi nutrition programa) and programa raiated to rural davalopmant 

<^ln»?3llowlngsuboommittaaaofthaSanateAp9ropHationsCommittaedaalwtthpn}gramsrel^ Justba 
and State, the Judkiary, and Raiatad Agandae; Defanaa; lntark>r and Ralatad Agandaa; Labor, Health and Human Servfcaa, EduoatkKi and Ralatad Agandsa; and Transportation and Ralatad 
Agandaa. 

•The Sanata Armad Servksaa Committee authorlzaa and axardsaa oversight over numaroua programs admlnlatarad by tha U.S. Dapartmant of Dafanaa, induding tha avillan HaaHh and Medksal 
ProgramdthaUnltefmadSefvk3aa(CHAMPUS),advillan health andmadlcd program tor parsonnal. 

Tha Sanata Banking, Housing, and Urban Affaire Commltlae authodzes and axerdses ovaralght ovar programs admintotsrad by tha U.S. Oapartmant of Housing and Urban Oavek>pment Indudino 
public and privatahoudng programa and community davak)pmarit Mock grants. 

ffTha Sanata Commaroa. Sdanoa, and Transportatton Commlttaa authorizaa and axaroisaa oversight ovar programs adninistarad by tha U.S. Dapartmant of Tranaportatten. Induding programs 
rdatad to highway and motor vahkila transportation safety. 

'HheSenata BrvironmantandPuWk: WorkaCommlttaaautho^ exardsaaovarsightovar programs administarad by tha Envlronmantal Protactton Agancythat alaviataorraduoa rdsa, watar. 

arid air pdlutlon. 

!Tha Sanata Flnanos Commlttaa authorizas haalth proyams undar tha Social Sacurlty Act. induding Madkiaid. 

JTha Sanata Oovarnmantal Affairs Commlttaa has juri idctlon ovar programs of ths Cansus Buraau. and ovar tha organlzatten of Congraas and tha U.S. axecutiva branch. 

Conttnued on rwxt page 
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Table 19-6— Congressional Committees With a Role in Adolescent Health*— Continued 



AF^ * Handles app:oppation*i 
cx)'-Ti mittens and 



AU * Authon/dS major program areas 
A - Authorizes specific programs 



i>chools 3nd 



Wbrk, 
recr^iaton. 

and fitness Nutntion 



Judiciary*" 

Labor and Human Resource? 
Labor 

Education, Arts, and Hiirnan t.ns. 
timpioymert and PfOOjct'v^ity 
Disability Policy 

Childf^jn. Famdy, Drugs. Mi(x»hoiisrT 
S«l«K"t Commrttfte on Indian Affairs 



House committees 

Ag ri cult Lir«" 

Conservatjon, Credit, and Rural DevelopfT4< r,t 
Doff^estic Markf^tifig. Consumer Relationii. jnd 
Nutrition 



AU O 



AUG 



AU G 



Appropriations'' 
Armed Services' 



AF^O 



APO 



APV3 



AP.O 



Banking, Finance, and Urban AHatrs- 
Housing arid Comrr unity Dov^^iopmor^ 

Budget 



O 



o 



Spocjal 
groups 



O * Oversight of programs 

T - Juri$diction ove r funding sources such as trust funds 

Health and -inancial Future 

related services access to competitiverwss 

(delivery and health and defense 

access) services readiness Other 



AU/O 



AU/O 



AU.O 



AlJ-0 



AU/O 



AUG 



AU/O 



AUG 



AP'O 



APO 



AP/0 



AP/0 



AP/0 



A.'0 



AO 



A/0 



O 



o 



o 



nheS«nate^doaryCornmrtTe«autnonzesandex^rc.sesovers.ghtoverpro9ramsadmin.steredbythe DepartmentofJust.ee jrK;ud,ngOff»ceofJust.ceandothefprogramsrerat"edto,uven'le 
]ust>ce and Oiwinquency prever^tton, ^ ° ' 

The Senate Ub<^r and Human Resources Committee authonzes and eterases overs.ght over a WKie range of programs related to health, education, labor, aod public welfare It has junsdK^tion over 
the Kub'ic Health bervice Act. subs ance abuse programs. edi>ratlon orrvjrftms. «ryi numerous oth^r programs 'elatod to chitfrc.'; arj"* fa.TM!;ss 

^'^The House AgncultL a Comm ittee authorizes ar>d exirases oversight o'ver programs administered^by the U.S^Department of Agrn^lture Jr^ci^'in^ food and nutntion prograrns {e g the Food Stamp 
Program, sd^ool nutnt?on programs) and programs relatsd to rural development. k \ y , oi k 

^The following subcommittees of the House Committee on Appropnations deal with programs relevant to adoie&c«nt health: Cornm^ce. Justice, and State the Judkaary and Related Aaer> 
Defense, Intenor and Related Agenaes. Labor. Health and Human Services. Education, and Related Agencas; Rural Devetoprr,ent, Agncullure. and Related Aaencies and VA HUD 

Independent Agencies . ti . . . 

r^t* House A(r.|*Ki Services Gomrr ,t!^f. .hi^hon/es prr^^rams adm'nistered by the U.S. Dep;vtrT>i^nt of Defense, including CHAMPUS (see Senate Armed Si 
^ !:^''!T':^''!^Z^: ^^^'^''^ Comrr.a,*^ .^utnon/es and f*>erc,ses over:.»ght ever prograr^s adm.mste; ad by the U S Depa-iment of Ho-jsm 



lencies; 
and 



^•'a;..ring and co^^nMjrv\y< devijiopff^ent programs 



Services Gornmiltee above) 
sing and Urban Development, including 
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AP - Handles appropnations 



AU - Authohres major program areas 
A m AulhoriZ6& sp€»ci1ic oroorams 



0 - Oversight of programs 



^Th© House Education arKj Labor Comm'ttoe authorizes ana exe^Ctsosoverstght over a wtcte range of programs reiatod to ediication, labor standards, human resourc-s programs for the elimination 
^ of p<jvef1y and f-^JCc-jrw and treatment of children (eg, Head Start, community &erv>cesblo<:^ grants, juveniiejustice and delinquency prevention, and programs forrunaway youths) and jobtraining. 
■ The Mouse E iergy and Commerce Committee authorizes and exercises oversight over a wide range of programs ("elated to health and the environment. It has junsdiclion over the Public Health 

Service Act and biomedtcai programs and health prote<::tioo >n general {indixling Medicaid and national health insurance) It also has junsdiction over the Clean Air Act and the Safe DnnKing Water 

Act 

^he House Government Operations Committee has oversight responsibilities related to the organization and reorganization of the U S. executive branch. 

T'he House Interior and Insular Affairs Committee authonzes and exerCises oversiaht over oroorams administered bv the U S Deoartment of the Interior indf>dinn nrr^r^imc that Hoai w,th nr^Ur^nu^ 
pa'ks and several programs that affect Naliv® Amehcans " ' ^* ^ 

^This HojseJudioary Committee aijthonze<5 and exercisesoversightoverprogram? administered by the U S Deparimentof Justice, including Office olJustK;© and other programs related tojuvemle 
just ":e and dahnquency prevention 

^he House Post Office and Cfvil Service Committee hasjunsdk^tion over programs of the Census Bureau and authonzes programs th 'or Federal employees 

and thJSir families, 

^TH*^ Mou??e 5k:)ente, Space, and Te<:hno}ogy Co'^n^vttee a'jihorves r«*jearch and deveiopmert in science and technology 

M he Ho..se Ways and Means Committ*je authorizes and Hxercises oversight ovt>r numerous programs of the Social Security Act, induding AFDC 
/Thrt Mouse Select Committee on Narcotics Abuse and Control investigates issjes relat»ng to substance abuse and the criminal justice system 

SOURCE Office of Te^^nnology Assescimont, |- i^ed on matena! from U S Congress. Library of Congress. Congressional Yt^law Book 16(3) (Washington. DC Monitor Pubiishirtg Co,, rail 1990) 
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intercourse, especially focusing on AIDS and HTV 
infection and on adolescents' use of iilicit drugs. Tlie 
Division of Adolescent and School Health, for 
example, spends most of its $33 million on HIV 
education. The National Institute of Allergy and 
Infectious Diseases, which spends about $98 million 
on adolescents, is concentrating primarily on re- 
search related to vaccine development and therapeu- 
tic approaches for sexually transmitted disea:yes and 
AIDS. 

With ine Federal Government's heavy emphasis 
on efforts related to adolescent sexual activity and 
drug use, other more prevalent health problems, such 
as unintentional injuries, the greatest killer of 
adolescents, receive less attention.^^ The Centers for 
Disease Control's Division of Injury Control, for 
example, targets just over $3 million on injury 
control for adolescents, less than a tenth of the funds 
that the Centers for Disease Contiol spends on HIV 
education. Adolescents' own subjective distresses 
are also little attended to. 

Perhaps one reason health issues, other than those 
related to sexual intercourse and substance use, 
receive relatively little Federal funding is the current 
lack of data on adolescent health defined broadly 
and the limited availability and dissemination of 
data that are botn relevant and timely.^ 

The Office of Treatment Improvement, the U.S. 
Deparmients of Education and Justice, the Health 
Resources and Services Administration, and the 
Family Support Administration award most, if not 
all, of their physical and mental health education, 



prevention, and social service activities funds 
through block grants. Because the Federal Govern- 
ment does not determine the mix of services that 
States provide under block grant programs (except 
within broad guidelines), the Federal Government's 
ability to affect the health of adolescents is limited. 
States receiving block grant awards, even maternal 
and child health block grants, do not necessarily 
choose to allocate funds to adolescents and their 
health problems. The Federal Government could 
earmark funds to adolescents within block grants, 
but the procedure has the disadvantage of hmiting 
States' abihty to control services. 

The other primary way the Federal Government 
provides funding related to adolescent health also 
presents a dilemma. Funds are often limited to 
research or demonstiation projects awarded on a 
competitive basis.^^ As with block grant progranris, 
it is often difficult to know whether those adoles- 
cents most in need of will be reached by the 
demonstr lion projects that survive the Federal 
grantmaking process. However, there is reason to 
believe that the needs of adolescents may not be 
adequately met by such a relatively passive ap- 
proach, for several reasons. The overall grant 
amounts are generally small; adolescents are not 
specifically mentioned in many authorizing legisla- 
tion or grant announcements; and the most adept at 
writing grant proposals, rather than those most in 
need, are most likely to receive funding. 

This limited Federal role is a consonant with the 
overall current Federal approach to domestic issues, 



^^See ch. 5, * 'Accidental Injuries: Prcveniion and Services." m Vol 11, 

^Volume I—Summary and Policy Options includes discussions of crosscutting issues in Uie definition of adolescent health fbox A) and in the collesction 
and dissemination of dui? on adolescent health and health services (app C) (44b) Further, data collection issues related to specific adolescent health 
concerns (e g . accidental mjurics. chronic physical illness, mental health, delinquaicy, homelcssncss) are discussed m the chapters in Volume U of this 
Report, to be released later in 1991 

^^Rcceni examples include 

• Grants authorized under the Education of ihe Handicapped Act AmcodmcrLs of 3990 (Public I-aw iOi-476; lo insiituuons of hJgbcr education 
and local educational agencies (acting in collaboration with mental health entities) to impitivc services to students who arc in special education 
programs as a consequence of having a r erious emotional disturbance; this program is designed to address the longstanding need of such students 
for ihc mental health services that are not explicitly mandated by the original Education for All Handicapped Children Act (Public 1-aw 94-142). 
For further discussion, see ch. II, ''Mental Health Services; Prevention and Services/' in Vol 11. 

• (jrants authorized by the National and Community Service Act of 1990 to States or local applicants for the creation or e:*pansion of service 
opportunities for students (Title I. Subtitle B); and the creation or expansion of full-time or summer youth service corps programs focusing on 
conservation and human resources (Title I, Subtitle C), among othc^ provisions. These programs are designed to fill several purposes, itKluding; 
build self-esteem; teach teamwork, decisionmaking, and problcmsolving; and tap youth as a resource for conununity service. For further 
discussion, sec ch. 4, "Schools and Discretionary Time," m Vcl n 

• Grants authorized by Title V of the Stewart B. McKinney Homeless Assistance Amendments Act of 199() (Pubhc Law 101-645; to .support 
demoastratii/n projects regarding outreach and comprehensive primary health services for homeless children. For further discussion, sec ch. 14, 
"Homclessness: Prevention and Services/ m Vol 11 
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which is far less active than it has been at other 
times.*^^ Furtfier, with limited direct Federal involve- 
ment in sociitl programs, a competitive approach to 
grantmal^ing helps to ensure that Federal dollars are 
well spent. Given the critical ne^^ls of adolescents, 
however, it is not clear that such an approach is 
sufficient* 

Certain Federal policies specific to iidolescents 
have the effect of Jjjniting the types of services 
adolescents receive. For example, the Government 's 
emphfcisis on abstinence from r,exual intercourse 
provides irni)ortant limitations to the type of services 
that adolescents engaging m these activities can 
receive (67). If pregnancy occurs and an abortion is 
desired, no Title X or Title XX funds can be used to 
provide abortions, education and counseling for 
abonion services, or abortion referral (54 FR 35440) 
(19.94). 

Given Federal agencies' limited ability to fund 
activities and the potential for duplication of or gaps 
in efforts, many Federal representatives expressed 
their desire to collaborate and coordinate more 
frequently with otlier agencies serving adolescents. 
Although there is some coordination ongoing within 
and between Federal agencies through interagency 
agreements, particularly in the areas of drug educa- 
tion and juvenile justice issues, many representa- 
tives were unaware of other Federal agencies' 
projects and programs. Barriers to collaboration 
include constr;unts inherent in congressional ena- 
bling legislation, the lack of a consistent definition 
of adolescence, agencies' disagreement as to what is 
needed to improve the health of adolescents, lack of 
incentives to cooperate, and lack of leadership on 
adolescent issues. 

Currently, there are no incentives or rewards for 
Federal agencies to collaborate, and no mechanism 
has been established tluough which information is 
shared. There are several ways in which greater 
collaboration could be encoixaged. First, Congress 
could establish a reward slnicture to encourage 
collaboration or could set up a separate fund for 
collaborative efforts. Additionally, an individual in 



each Federal agency could be responsible for 
coordinating adolescent issues within and between 
agencies. In fact, the idea of having an adolescent 
health C(K>rdinator is not a new one. Some State 
governments lecognize the need to have a health 
coordinator for adolescents. The Bureau of Maternal 
and Child Health within the Health Resources and 
Services Adrranistiation supports coordination among 
tlie various State adolescent health care coordina- 
tors, although it does not directly support the 
coordinating fimction in any one State. However, no 
such level of coordination exists between Federal 
agencies. Instituting one Federal adolescent coordi- 
nator responsible for coordination across all agen- 
cies could ijHprove adolescent services and pro- 
grams as well as create a strong national advocate for 
addressmg the health needs of adolescents. 

Merc coordination may not be sufficient. In fan, 
several observers suggested that a new Fede^-al 
agency may be needed to organize the resource^ 
necessary to improve the health of adolescents. 

Clearly, the Federal Government has an import^^nt 
role in improving the health of adolescents. 
tiiough fimding research and demonstration projects 
is an essential component of that role, the coordina- 
tion of Federal efforts is and can be a more imp ^rtant 
component of the Federal Government's responsi- 
bility to approximately 12 percent of the Nanon's 
population. Specific policy options on the Federal 
role in adolescent health— across a broad range of 
issues — can be found m Volume I of OTA's 
Adolescent Health Report. 
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- As summan/ed by Bnndis and Lee in their discission of pubhc policy issues affecting \ht health care delivery system for adolescents ' ' the Umlcd 
States evolved from a pattern oi dual federalism, with a limited role in domcsUc aifairs for the federal government, to cooperative federalism with a 
strong federal role m the 1930s. The term creative federalism was apphed to policies developed during [the e^rly and middle 1960s] thai extended the 
tradinooal fedcral^staic relationship to include direct federal support for local governments (cities and counties), nonprDfii organizations, and private 
business and corporations to carry out b-allh, education, training, sociaJ services, and community development programs. During the 1970s President 
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in fcileral funding . (italics added) (1 la) For further discussion, sec Volume ISummary and Policy Opnons {44b). 
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Appendix A 

GLOSSARY OF ABBREVIATIONS AND TERMS 



Abbreviations 

AAP — American Academy of Pediatrics 
ACOG — American College of Obstetrics and 
Gynecology 

ADAMHA— Alcohol, Drug Abuse, and Mental Health 
Administration (Pubbc Health Service) 
AFDC — Aid to F;*imlies With Dependent Children 
AIDS — acquireri i'^nmunodeficicncy syndrome 
AMA — Americ:ji Medical Association 
CASSP — Child and Adolescent Service System 
Program (Na*ional Institute of Mental 
Health) 

CDC — Centers for Disease Control (Public Health 
Service) 

CFR —Code of Federal Reg>-»lations 
CHAMPUS — Civilian Health and Medical Pn^gram of 
the Uniformed Services (U.S. Department 
of Defense) 
CHC — community health center 
CPO — Center for Population Options 
DHHS— U.S. Deparmient of Health and Human 
Services 

DSM-III — Diagnostic and Statistical Manual, 3rd 
edition 

LPSDT -Early and Periodic Screening, Diagnosis, 

and Treatment program (Medicaid) 
ERISA — Employee Retirement and Income Security 
Act (Public Law 92-104) 
FR — Fedeial Register 
FSA — Family Support Administration (U.S. 
Ekpartment of Health and Human 
Services) 

HCFA — Health Care Financi.*g Administration (U S. 
Department of Health and Human 
Services) 

Hispanic — Hispanic Health and Nutrition 
HANES Examination Survey (National Center for 
Health Statistics) 
HTV — human immunodeficiency virus 
HMO — health maintenance organization 
HRS A — Health Resources and Services 

Administration (Public Health Service) 
IHS —Indian Health Service (Public Health 
Service) 
IQ — intelligence quotient 
JOBS — Job Opportunity and Basic Skills training 
program (Family Support Administration) 
N AMCS — National Ambulatory Medical Care Survey 
(National Center for Health Statistics) 



NCHS —National Center for Hcalili Statistics 
(Centers fc«' Disease Control) 
NHANES— National Health and Nutrition 

Examination Survey (National Center for 
Health Statistics) 
NHIS — National Health Interview Survey 

(National Center for Health Statistics) 
NIH — National Institutes of Health (Public 
Health Service) 
NIMH — National Institute of Mental Health 

(Alcohol, Drug Abuse, and Mental Health 
Administration) 
NSFG — National Survey of Family Growth 

(National Center for Health Statistics) 
OASH —Office of the Assistant Secretary for Health 
(U.S. Department of Health and Human 
Services) 
OB/G YN — obstctrics/gynccology 
OBRA-81 — Omnibus Budget Reconciliation Act of 

1981 (Public Uw 97-35) 
OBRA-89 — Omnibus Budget Reconciliation Act of 

1989 (Public Law 101-239) 
OBRA-90 — Omnibus Budget Reconciliation Act of 

1990 (Public Law 101-508) 

OHDS — Office of Human Development Services 
(U.S. Department of HeaUh and Human 
Services) 

OJJDP — Office of Juvenile Justice and Delinquency 
Prevention (U.S. Department of Justice) 
OTA — Office of Technology Assessment (U.S. 

Congress) 
PHS — U.S. Public Health Service (U S 
Department of Health and Human 
Services) 

PPO — preferred provider organization 
SAM — The Society for Adolescent Medicine 
SLHC — school linked health center 
SPRANS — special projects of regional and national 
significance 
SSI — Supplemental Security Income program 
(U.S. Department of Health and Human 
Services) 
STD — sexually transmitted disease 
VISTA — Volunteers in Service to America 
(ACTION) 

WIC — Special Supplemental Food Program for 
Women, Infants, and Children (U.S. 
Department of Agriculture) 
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Terms 

Access: Potential and actual entry of a population into the 
health care delivery system. Elements of access 
include availability, affordability, and approachability. 

Acute condition: A problem or disease of limited 
duration, as opposed to chronic. According to the 
DHHS NationrJ Center for Health Statistics, a condi 
tion is considered acute if: 1) it was first noticed no 
longer than 3 months before the reference date of the 
interview and 2) it is not one of the conditions 
considered chronic regardless of the time of onset. 
However, any acute condition is not associated with 
either at least one doctor visit or at least 1 day of 
restricted activity is considered to be of minor conse- 
quence and is excluded from the final data produced by 
the DHHS National Center for Health Statistics' 
National Health Interview Survey. 

Adolescence: Definitions of adolescence vary, and many 
observers agree that a definition based on age alone is 
not sufficient. Adolescence typically takes place dur- 
ing the second decade of life, and is initiated by 
puberty, although physical and other changes occur 
(i.e., in height, weight, head size, facial structure, facial 
expression, and cognitive abilities). As used by OTA. 
adolescence most often refers to the pcricxi of life from 
ages 10 through 18 See early adolescence, middle 
adolescence, late adolescence, younger adolescents, 
older adolescents. 

Adolescent health: Narrow definitions of adolescent 
health might be the absence of physical disease and 
disability and the absence of engagement in health- 
compromising behaviors that lead to the so-called new 
morbidities. A broader definition would also include 
positive components of health (e.g., social compe* 
tence); and health and well-being from the perspective 
of adolescents themselves (e g , perceived quality of 
life). A fully realized view cf adolescent health would 
also consider the impact of social (e.g., families, 
schools, communities, policies) and physical (e.g., 
fluoridation, automobile and highway design and 
construction) influences on health and would be 
sensitive to developmental changes that occur during 
adolescence. See also health. 

Adolescent medicine: A certified medical subspecialty 
of pediatrics, focusing on the care of adolescents. See 
pediatrician. 

Advocacy: Refers to support, coordination and linkage to 
experts, individuals, groups, and institutions who may 
help adolescents. May be providexl by parents or others 
known to an adolescents. 

Age of majority: The age at which by law a person is 
entitled to the management of his or her own affairs 
and to the enjoyment of civic rights. Currently, the age 
of majority is set at age 18 in every State but Alaska, 
Nebraska, and Wyoming, where the age is 19. 



AIDS (acquired immunodeficiency syndrome-^: A dis- 
ease caused by human immunodeficiency virus (HIV) 
and characterised by a deficiency of the immune 
system. The primary defect in AIDS is an acquired, 
persistent, quantitative functional depression within 
the T4 subset of lymphocytes. This depression often 
leads to infections caused by micro-organisms that 
usually do not produce infections in individuals with 
normal imiTionity. HTV infection can be ti^smitted 
from one infected individual to another by means that 
include the shriring of a contaminated intravenous 
needle and engaging in unprotected sexual intercourse 
(i.e., intercourse without the use of condoms). 

Aid to Families With Dependent Children (aFDC) 
program: A program, established by the Social Secu- 
rity Act of 1935, providing cash payments to needy 
children (and their caretakers) who lack support 
because at least one parent is dead, d'sabled, continu- 
ally abs* .If from the home, or unem))loyed. Eligible 
families must meet income and resource criteria 
specified by the State 

Alcohol abuse: See substance abuse. 

Alcohol, drug abuse, and menial health (ADM) block 
grant: The major Federal program providing funds to 
States for outpatient alcohol, drug abuse, and mental 
health treatment programs. (Funds are not allowed to 
be used for inpatient services.) States receive a share 
of the ADM block grant appropriation through a 
formula based in part on the size of the State 
population (Subpan 1 , pan B of title XIX of the Public 
Health Service Act). The AI)Ivi block grant is adminis- 
tered by the Office of Treatment Improvement in the 
Alcohol, Drug Abuse, and Mental Health Administra- 
tion in DHHS. 

.Vmbulatory care: Health care services provided to 
patients who are not inpatients of hospitals o; other 
residential facilities (e.g., residential treatment centers, 
nursing homes). May include care provided in a 
hospital on an outpatient basis. But see National 
Ambulatory Medical Care 5i/nTy, National Health 
IntervieY^ Survey, office visit, and physician contact. 

Anticipatory guidance: The provision of health educa- 
t ion, information, or counseling about topics important 
to health, optimally before problems have arisen. 

Block grants: Sums of Federal funds allotted to State 
agencies (e.g., education, health) which may be passed 
onto local agencies. States determine the mix of 
services provided and the population served and are 
accountable to the Federal Government only to the 
extent that funds are spent in accordance with program 
requirements. Sometimes, however, set-asides are 
required for specific population groups. 

Case law: The body of law created by judicial opinions 
rendered in legal cases in contrast to statutory law 
cef?;ratcd by legislatures. 
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Chronic condition: A problem or disease that is lingering 
and lasting, as opposed to acute. For purposes of 
DHHS* National Health Interview^ Survey, a condition 
is considered ' * chronic' ' if: 1 ) the respondent indicates 
it was first noticed more than 3 months before the 
reference date or the interview and it exists at the time 
of the interview, or 2) it is a type of condition that 
ordinarily has a duration of more than 3 months. 
Examples of conditions that are considered chronic 
regardless of their time of onset are diabetes, heart 
conditions, emphysema, and arthritis. 

Civilian Health and Medical Program of the Uni- 
formed Services (CHAMPUS): A health insurance 
program^ dmirJstered by the U.S. Department of 
Defense, that provides health benefits to military 
dependents and retirees who are unable to receive 
services through uniformed service medical treatment 
facilit'**'. 

Civilian noninstitutional population: The civilian pop- 
rilation not residing in institutions. Institutions include 
correctional institutions, detention homes, ?jid training 
schools for juvenile offenders, homes for dependent 
and neglected children, homes and schools for the 
mentally or physically handicapped, and homes for 
unwed mothers. This population is the denominator in 
rates calculated for the National Ambulatory Medical 
Care Survey, the National Health and Nutrition 
Examination Survey, and the Nat anal Health Inter- 
view Survey. 

Coinsurance payment; A specified percentage, usually 
20 percent, that a person with health insurance must 
pay for each covered service up to an annual limit (e g , 
$1,500) after which the plan pays 100 percent of 
covered benefits. Compare deductible. 

Common law: As distinguished from statutory law 
created by a legislature, the body of principles and 
rules of action which derive their authority solely from 
long-standing usages and customs (in particular, 
Anglo-American usages and customs) or from the 
judgments and decrees of the courts recognizing, 
affirming, and enforcing such usages and customs. 

Common law rule: A rule grounded in common law (see 
above) rather than in statutory law. 

Community health centei (CHC): An organization that 
provides primary health care and other health related 
services ;o individuals in the local community. As of 
1989, there were about 1,200 community health 
centers providing services at mon; than 2,000 sites 
throughout the country. Roughly half of tlicsc centers 
were receiving Federal grants under Section 330 of the 
PubHc Health Service Act, which authorizes grants to 
public and private nonprofit organizations that provide 
primary health cpjc lo populations or areas that arc 
''medically underservcd/* 

Competence (to make health care decisions): Having 
sufficient knowledge, judgment, or skill to make 



health care decisions. The legal concept of competency 
is central to existing laws governing health care 
decisionmaking with respect to minors, and the 
parental consent requirement is partially an outgrowth 
of the presumption that minors are incompetent to 
make health care decisions. 

Comprehensive centers for adolescents: School-linked 
or community-based centers provide comprehensive 
services for adolescents. 

Comprehensive services for adolescents: The elements 
of comprehensive heahh and related services for 
adolescents arc not entirely agreed upon. They include, 
at a minimum, care for acute physical illnesses, general 
medical examinations in preparation for involvement 
in athletics, mental health counseling, laboratory tests, 
reproductive health care, family counseling, prescrip- 
tions, advocacy, and coordination of care; the more 
comprehensive may include educational services, 
vocational services, legal assistance, recreational op- 
portunities, child care services and parenting education 
for adolescent parents. Not all services are available at 
all centers, but a well-functioning comprehensive 
services center would provide for the coordinated 
delivery of care both within the center and between the 
center and outside agencies and providers. 

Confidentiality (of the physician/patient relationship): 
The state or quality of being confidential, that is 
intended to iicld in confidence or kept secret. Courts 
and legislatures have established a physician-patient 
privilege to protect the confidentiality of communica- 
tions between physicians and their patients and have 
established similar privileges to ensure the confidenti- 
ality of communications between other types of health 
care pro> Iders and their patients or clients. By and 
large, the confidentiality of the relationship between 
health service providers and minors and the disclosure 
of confidential information by health service providers 
to the parents of minors or other third parties are not 
addressed in case or statutory law. 

Consent: Sec informed consent, parental consent re- 
quirement. 

Constitutional law: The branch oi law that involves the 
U.S. Constitution. 

Contraception: The prevention of conception or impreg- 
nation by any variety of means, including periodic 
abstinence (rhythm method); control of ejaculation 
(coims interrupts); the use of spermiciual chemicals in 
jellies or creams; mechanical barriers (e.g., condoms, 
caps, or diaphragms); prevention of implantation (e.g., 
intrauterine device); the use of synthetic hormones to 
control the female reproductive cycle (e.g., the oral 
contraceptive pill); and sterilization of the male or 
female partner. 

Contract: An agreement, express or implied, between 
two or more persons which creates an obligation to do 
or not to do a particular thing. Its essentials are 
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competent parties, subject matter, legal consideration, 
mutuality of agreement, and mutuality of obligation. 
The relationship between a physician and an adult 
patient is usually considered a contractual relationship. 

Contract law: Law pertaining .o contracts (sec above). 

Conventional health insurance plan: A traditional 
indemnity or fee -for- service health insurance plan that 
typically reimburses the health provider on a ** reason- 
able and customary" basis or as billed. Distinguished 
from health maintenance organizations (HMOs) and 
preferred provider organization (PPOs), Compare 
managed fee -for-ser\nce plan, 

Copayment: See coinsurance payment. 

Covariation: The tendency of health problems to occur 
in the same individual at approximately the same time. 
The problems may have a single common cause, or one 
problem may be the cause of another. 

Culturally competent: A set of congruent behaviors, 
attitudes, and policies that come together in a system, 
agency, or among professionals and enables that 
system, agency, or those professionals to work effec- 
tively in cross-cultural situaticMis. A culturally compe- 
tent system of care acknowledges and incorporates — at 
all levels — the importance of culture, the assessment 
of cross-cultural relations, vigilance towards the dy- 
namics that result from cultural differences, the 
expansion of cuhural knowledge, and the adaptation of 
services to meet culturally unique needs. See culture. 

Culture: Implies the integrated pattern of human behav- 
ior that includes thoughts, communications, actions, 
customs, beliefs, values, and institutions of a racial, 
ethnic, religious, or social group. 

Current Population Survey (CPS): A household sample 
survey of the civilian noninstitutionalized population 
that provide estimates of employment, unemployment, 
and other characteristics of the general labor force, the 
population as a whole, and various other subgroups of 
the population. The survey is conducted monthly by 
the Bureau of the Census within the U.S. Department 
of Commerce. Annual data on the number of people 
living in poverty and their characteristics, based on 
income during the previous year and families* status as 
oi \4aich of the current year, are obtained in the March 
sui^lement to the Current Population Survey, which 
surveys a sample of households from the most recent 
decennial census. 

Deductible: A specific dollar amount, usually about $400 
per family, that must be paid before a health insurance 
plan begins paying benefits. 

Demonstration project: An intervention that is typically 
in an experimental (unproven) stage of effectiveness 
and is supported for a limited period with an evaluation 
component 

Diagnosable mental disorders: Disorders included in 
the American Psychiatric Association's Diagnostic 
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and Statistical Manual of Mental Disorders, 3id ed., 
revised. 

Discretionary spending programs (in the Federal 
budget): Those spending programs subject to the 
annual appropriations process. Compare entitlement 
programs. 

Early adolescence: A period encompassing the profound 
physical and so^ J changes that occur with puberty, as 
maturation begL s and social interactions become 
increasingly foc'jced on sex (e.g., en members of the 
opposite sex). Typically takes place from ages 10 
through 14. Compare middle adolescence, late adoles- 
cence, younger adolescents, older adolescents. 

Early and Periodic Screening, Diagnosis, and Treat- 
ment (EPSDO program: A State and federally 
funded. State-administered program under Medicaid 
that is intended to provide preventive screening exams 
and followup services for illnesses, abnormalities, and 
treatable conditions to Modicaid^ligible children under 
age 21 . The EPSDT benefit was enacted in 1967; with 
changes introduced in 1989, EPSDT offers the most 
compirehensive child and adolescent preventive care 
package currently available in any private or pubUc 
fmancing plan. As such, it is potentially the most 
important primary care benefit available to adolescents 
covered by Medicaid, 

Emancipated minor: A minor who has been legally 
freed from the control and authority of his or her 
parents. Under the common law doctrine of emancipa- 
tion, emancipation may be expressed, as by voluntary 
agreement of the parent and child, or implied from 
such acts and conduct as import consent (e.g., p 
minor's marriage or establishment of a home away 
from that of his or her parents); it may be complete or 
partial; and it may or may not result in a minor's having 
the right to consent to health services. About half the 
States have enacted statutes that allow for court- 
ordered emancipation. In some States, these statutes 
explicitly state that emancipation removes the disabili- 
ties of mincHity, including the requirement of parental 
consent to health services. 

Employer mandate: A requirement imposed by the 
Federal Government on the States that employers offer 
group health insurance policies and pay a significant 
ariKHmt of the premiums for all employees who work 
more than a specified number of hours per week. 

Employment-based group health plans: A group 
health plan that is offered to employees by an 
employer. The tenns private health insurance* private 
health plans* and group health plans are often used 
interchangeably in this volume to refer to employment- 
based group beahh plans. 

Entitlement programs: Programs that provide benefits 
paid out automatically to all who qualify tLJess there 
is a change in underlying law (examples include 
Federal emfioyec retirement benefits. Medicare, Med- 
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icaid, unemployment compensation. Aid to Families 
With Dependent Childreny 
k^thnicity: A temfi used to indicate national origin (e.g., 
Hispanic). Most census and health status information 
is available for individuals of Hispanic origin. Com- 
pare race. 

Family autonomy: Noninterference by the state in the 
right of families to make important decisions concem- 
ing family life and family members. A tradition of 
family autonomy is deeply embedded in Anglo- 
American law and can be traced back to Roman law, 
the Judeo-Christian tradition, and Anglo-Saxon cus- 
toniary law. Family autonomy is often, but not always, 
equated with parental authority. 

Family composition: See family structure. 

Family counseling: Counseling jwovidcd to an entire 
family rather than solely to an individual. 

Family planning: A range of services intended to help 
individuals plan when to have children, from counsel- 
ing concerning the advisability of initiating sexual 
intercourse to the provision of contraceptive methods. 
Services may be p'ovidcd in freestanding family 
planning clinics or in more general health services 
settings. Sec contraception. Title X of the Public 
Health Service Act, 

Family structure: Used to describe the relationship 
between dependent children and the adult head(s) of 
household with whom they reside. In this report, 
typically includes: a family consisting of children and 
a single parent (a single parent family); children living 
with their biological parents (sometimes called an 
** intact** family); dependent children bving with a 
biological parent and a stepparent (stepfamily or 
bla^ded family); and dependent children not living 
rviih a parent. 

Federal poverty level: The official U.S. Government 
definition of poverty based on cash income levels for 
families of different sizes. Responsibility for changing 
poverty concepts and definitions rests with the Office 
of M?jiagement and Budget. 

Fee-for-service: See conventional health insurance plan. 

Financial access (to health services): In this Report, 
used to refer to aspects of access that have to do with 
health insurance coverage and ability to pay for 
services. Compare legal access. 

Freestanding (comprehensive) services centers (for 
adolescents): Those comprehensive services centers 
not located within a scIkn)!, health maintenance 
organization, hosfHtal, or other facility. 

Group health plan: A health insurance plan that is 
obtained, not on an individtial or faaiily basis, but 
through an employment or other membership contract 
Also see employment-based group health plan. The 
terms {mvate health insurance, private health plans, 
and group health plans are often used interchangeably 



in this volume to refer to employment-based group 
plans. 

Health: Most tnx>ddiy, a state of optimal physical, mental, 
and social well-being, and not merely the absence of 
disease and infirmity. See adolescent health. 

Health care provider: Any of the broad range of 
disciplines that specialize in providing health care 
services. Includes, but is not necessarily limited to, 
health educators, nurses, nurse-midwives, nurse- 
practitioners, psychiatric nurses, clinical psycholo- 
gists, clinical social workers, and physicians. 

Health education: Activities aimed at influencing behav- 
ior in such a way as it is hoped will assist in the 
promotion of health and the prevention of disease. 

Health mainte.^ance organization (HMO): An organi- 
zation that, in return for a prospective per capita 
(capitation) payments, acts as both insurer and pro- 
vider of comprehensive but specified health care 
services to a voluntarily enrolled population Prepaid 
group practices and individual practice associations 
are types of HMOs. 

Health outcome: A measure of the effectiveness of 
preventive or treatment heaith services, typically in 
terms of patient health status, but sometimes in terms 
of patient satisfaction. Attributing changes in out- 
comes to health services requires distinguishing the 
effects of the many other factors that influence 
patients* health and satisfaction. 

Health promotion: Most broadly, a philosophy of health 
or a set of activities that takes as its aim the promotion 
of health, not just the prevention of disease. Sometimes 
narrowly defined as the set of prevention efforts aimed 
at changing individual behavior: Compare health 
education, health protection, and preventive health 
services. 

Health protection: Strategies for health promotion and 
disease prevention related to environmental or regula- 
tory measures that confer protection on large popula- 
tion groups. 

Health services system: Traditionally, the aggregation of 
diagnostic and treatment services delivered by health 
care pmfessionals. i£K:luding physicians, physician 
assistants, nurses, nurse-practitioners, psychologists, 
and health educators* 

Hispanics: Persons who identify themselves as of His- 
panic origin, or, less typically, individuals with His- 
panic surnames identified by others (e.g., health care 
providers identifying patients in surveys) as of His- 
panic origin. Hispanics can be those whoae fiunilies 
have emigrated directly from Spain, or from Cuba, 
Central or Soi^ America, Persons of Wivpmic origin 
can be of any race (white, black, American Indian); 
most have been found to be white. See ethnicity. 

Human immunodericieiKy virus (HIV): The viras that 
causes AIDS. 
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Human resources programs: In the U.S. Federal budget, 
includes the following broad categories of Federal 
expenditures: education, training, employment, and 
social services; health; Medicare; income security; 
social security; and veterans benefits and services. 
Human resoiirces programs are referred to by some as 
social welfare programs." Does not include Federal 
expenditures related to: national defense; physical 
resources (i.e., energy; natural resources and environ- 
ment; commerce and housing credit; transportation; 
and conununity and regional development); net inter- 
est; and ''other fiinciions" (i.e., international affairs; 
general science, space and technology; agriculture; 
administration of justice; general government; and 
allowances). 

Indian: In this Report, refers to Native Americans in the 
continental United States, and Indians, Aleuts, and 
Eskimos in Alaska. 

Informed consent: A person *s agreement to allow 
something to happen (e.g., a medical procedure) that is 
based on a full disclosure of facts needed to make the 
decision intelligently. Informed consent is also the 
name for a general principle of law that a physician has 
a duty to disclose information about the risks of a 
proposed treatment to a patient so that the patient may 
intelligently exercise his or her judgment about 
whether to undergo that treatment. 

Informed consent doctrine: A legal doctrine, developed 
in judicial opinions and codified by legislation, that 
imposes a legal duty on physicians to give their adult 
patients information nccessa^ for the patients to make 
an informed and voluntary choice regarding proposed 
medical treatment or surgery; a physician's failure to 
obtain a patient's informed consent may give rise to 
civil liability. Although the doctrine of informed 
consent is based on the premise that every person has 
a right to determine what is done to his or her body, the 
focus of the doctrine as it has been articulated and 
applied is on the duty of health professionals to 
disclose information to patients rather than on the 
patients' understanding of the information. 

Inpatient care: Care that includes an overnight stay in a 
medical facility. 

Internist: A physician who specializes in the diagnosis 
and medical, as opposed to surgical and obstetrical, 
treatment of diseases of adults. 

Late adolescence: Occurs for those individuals, typically 
ages 18 to the mjd-20s, who, because of educational 
goals and other social factors, delay their entiy into 
adult roles. Compare early adolescence, middle ado- 
lescence', younger adolescents, and older adolescents. 

Legal access (to health services): In this Report, used to 
refer to aspects of access that have to do with consent 
and confidentiality. Compare financial access. 

Managed fee-for-service plan: A conventional health 
insurance plan which requires patients to obtain prior 
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approval before admission to a hospital and prospec- 
tive utilization review. 

Managed health care; Care provided to enrollees in 
managed far-fee service plans, health maintenance 
organizations (HMOs) and preferred provider organi- 
zations (PPOs). Patients in managed health care plans 
do not have open access to physicians or hospitals and 
usually must obtain prior approval before adinission to 
a hospital. HMOs and PPOs may also require that the 
health provider's treatment plan be reviewed to ensure 
that it is necessary. Patients who do not follow the 
HMO or PPO guidelines may face larger out-of-pocket 
costs or be denied payment altogether. Some managed 
health care plans contain ' " individual benefits manage- 
ment*' programs that allow payment for otherwise 
uncovered benefits (e.g., home- and community-based 
services) in order to avoid the utilization of more costly 
covered services. 

Maternal and child health block grants: Under the 
authority of Title V of the Social vSecurity Act, funds 
made available to States for the purpose of assuring 
''access to quality maternal and child health services, 
especially for those with low incomes and living in 
areas with limited availability of health services.'' 
Distributed and overseen by the Bureau of Maternal 
and Child Health in DHHS' Health Resources and 
Services Administration. 

Maternity care: Medical services provided from concep- 
tion, through labor and delivery, and during the 
postpartum period (through the sixth week after birth). 

Medicaid: A federally aided. State-administered program 
that provides medical assistance for low-income peo- 
ple meeting specific income and family stmcturc 
requirements. 

Medically needy Medicaid recipients: People who 
receive Medicaid under State medically needy'* 
programs. States have the option to offer Medicaid to 
medically needy people who would be categorically 
eligible for Medicaid but whose income and resources 
lie above the standards for Aid to Families With 
Dependent Children, (AFDC). Each State sets its own 
medically needy resource and income standards up to 
133 percent of State AFDC income standards. 

Medium and large firms: Firms with at least 100 or 250 
employees, depending on the industry. 

Mental disorders: See diagnosable mental disorders. 

Mental health problems: Set diagnosable memal disor- 
ders, and subjective distress. 

Mental health services: Care for the treatment of mental 
health problems, third-party payment for which is 
usually limited to diagnosable mental disorders^ and 
not available for subjective distress without an accom- 
panying diagnosable menial disorder. 

Middle adolescence: Typically, a time of increasing 
independence. Generally takes place during the period 
from ages 15 through 17. For those adolescents who do 
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not go on to (and remain in) college, age 17 or 
completion of high school marks the end of adoles- 
cence« in social tenn$. Compare early adolescence, 
late adolescence^ younger adolescents, and older 
adolescents. 

Minor: A person who has not reached the age ofmajoriiy, 
either age 1 8 or 19, depending on the State. Currently, 
the age of majority is set at age 1 8 in every State but 
Alaska, Nebraska, and Wyoming, where the age is 19. 

Morbidity: The conditio of being diseased or otherwise 
afflicted with an unhealthfiil condition. Sec also new 
morbidities. 

National Ambulatory Medical Care Survey (N AMCS): 
A continuing national probability sample of ambula- 
tory medical encounters. The survey covers physician- 
patient encounters in the offices of nonfederally 
employed physicians classified by the American 
Molical Association or American Ostec^athic Associ- 
ation as **office-based, patient care" physicians. It 
excludes visits to hospital-based [^ysicians, visits to 
specialists in anesthesiology, pathology, and radiol- 
ogy. It also excludes telephone contacts and nonoffice 
visits, NAMCS is conducted by the National C«iter for 
Health Statistics in DHHS. 

National Health and Nutrition Examination Survey 
(NHANES): A survey in which data on the status of the 
population are obtained by means of direct physical 
examinations, cUnical and laboratory tests, and related 
measurement procedures. NHAN£S is the successor to 
the National Health Examination Survey, which was 
conducted from 1966 to 1970, and which oversampled 
adolescents, NHANES I was conducted from 1971 
through 1974, NHANES n, from 1976 through 1980, 
and NHANES m is expected to completed in 1994. 
NHANES is conducted by the National Center for 
Health Statistics in DHHS. 

National Health Interview Survey (NWS): A continu- 
ing naiionwide sample survey in which personal 
household interviews arc used to obtain information on 
personal and demographic characteristics, illnesses, 
injuries, impairments, chronic conditions, utilization 
of health resources, and other health topics. For 
individuals under age 17, information is collected from 
a proxy respondent, typically a parent or guardian. 
NHIS is conducted by the Naticmal Center for Health 
Statistics in DHHS. 

National Survey of family Growth (NSFG): A five- 
stage area probability sample of civilian noninstitu- 
tionalized women ages IS to 44 and living in the 
United States. NSFG is ca^ducted by the National 
Center for Health Statistics in DHHS. 

Native American: Typically used to refer to American 
Indians or Alaska Natives, but may also refer to Native 
Hawaiians. 

Near*poor: A term defined in relation to the Federal 
poverty level, a cash income level which varies with 



family size and the age of the fanuJy members. In this 
Report, near-poor families are families with incomes 
from 100 percent to 149 percent of the Federal poverty 
level The Fedeml poverty level for a family of three 
was $10,560 in January 1990. 

New morbidities: Illnesses and ccMiditions caused by 
social and bdiavioral (rather than organismic) factors 
(e.g., outcomes of sex, drugs, and violence). 

Nonphysician providers: Health care providers other 
than physicians. They include nurse practition^, 
psychologists, clinical social workers, clinical nurse 
midlives, and drug addiction counselors. 

Office visit: For purposes of the National Center for 
Health Statistics' National Ambulatory Medical Care 
Survey, a physician's office is defmed ''premises 
identified by physicians as locations for their ambula- 
tory practices, customarily including consultation, 
examination, or treatment spaces the patients associate 
with a particular physician.'* Excludes hospital-based 
outpatient departments; family planning clinics; gov- 
ernment-operated clinics for sexually transmitted dis- 
eases and maternal and child health; and hospital 
emergency facilities. 

Older adolescents: As defined in most DHHS National 
Center for Health Statistics data analyses, adolescents 
ages 15 to 19. 

**One-stop" shopping: A setting for health ca/e services 
that delivers an entire set of comprehensive health 
(and, often, related) services. Currently an ideal rather 
than an actuality. 

Out-of-pocket expense: P-^rsonal expenditures for the 
portion of health care services not covered by third- 
party payment. 

Outpatient care: Care that is provided in a hospital and 
does not include an overnight hospital stay. Sometimes 
(as in mental health services) used to refer to all 
ambulatory care. 

Parens patriae: Literally ** parent of the country/' refers 
traditionally io the role of the state as sovereign and 
guardian of persons under legal disability (e.g., mi- 
nors, adults who have been declared legally incompe- 
tent). 

Parental authority: The deference of the state to the right 
of parents to make decisions about childrcaring. Under 
common law, minor children were in effect the chattels 
or property of their parent, who had virtually the 
unfettered right to rear them a£ they saw fit. Over time» 
minor children increasingly have been recognized as 
having independent rights, yet they are still largely 
subject to the authority of their parents. In a line of 
decisions over SO years, the U*S. Supreme Court has 
held that parents have a Fedend constitutiotud right to 
direct die upbringing of their children free firom state 
intervention in the absence of a constitutionally 
acceptable justification for such intervention. In more 
recent decisions, however, the Supreme Court has 
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begun to confront conflicts between a parent ' s asserted 
right to direct a minor child's upbringing and the 
minor's as&cition of his or her own independent rights 
and has issued several decisions involving acmal or 
potential parent-child conflicts with respect to the 
access of minors to contraceptives and abortions and 
the civil commitnient of minors. 
Parental consent requirement (applicable to health 
care of minors): As used in this Report, a legal 
requirement* grounded in common law, that a parent or 
other guardian of a minor child must give prior consent 
to the delivery of medical or surgical care to that child 
This requirement reflects the application to minors of 
the tort law doctrine of informed consent, as well as 
principles under contract law. Traditionally, minors 
have been deemed incompetent as a matter of law to 
give informed consent to medical and surgical care and 
incompetent to enter into binding contracts, including 
contracts with physicians and surgeons. The rationales 
for parental consent requirements in the area of health 
care include the need to protect minors from their own 
improvident decisionmaking (based on the assumption 
that minors as a class lack the requisite capacity to 
make health care decisions), to promote family auton- 
omy and privacy^ to promote parental authority and 
control of minor children. Over the years, the number 
of exceptions to the parental consent requirement 
applicable to the health care of minors has grown 
significantly. 

Parental notification requirement (applicable to 
health care of minors): A requirement that the parents 
of minors be notified of the decisions of their minor 
children to obtain hf^altli services. In carving out 
exceptions to the common law requirement for paren- 
tal consent to the provision of health services to minors 
(see above), courts and legislatures have sometimes — 
though not always — replaced the parental consent 
requirement with a parental notification requirement. 
Thus, many parental notification requirements appear 
in laws that create exceptions to parental consent 
requirements by allowing minors to consent to health 
services related to sexual activities, health services for 
drug and alcohol abuse, or mental heahh services 

Pediatrician: A physician who specializes in the branch 
of medical science concerned with the liygienic, 
physiologic, and pathologic conditions of children. 

Physician contact: As defined by the DHHS' National 
Center for Health Statistics for the National Health 
Interview Survey, any contact with a physician directly 
or with a nurse or other person acting under the 
physician *s supervision, whether in person or by 
telephone, for the purpose of examination, diagnosis, 
treatment, or advice, excluding physician contacts with 
hospital inpatients or for the purpose of mass screen- 
ings (e.g., in a trailer). Compare office visit. 



Poor; A term defmed in relation to the Federal poverty 
level, a cash income level which varies with family 
size and the age of family members. Poor families arc 
families with incomes below 1(X) pcrcrat of the 
Federal poverty level The Federal poverty level for a 
family of three was $10,560 in January 1990. Compare 
near-poor. 

Preferred provider organization (PPO): A group of 
health providers that contracts with employers, insur- 
ers, third party administrators, or other sponsoring 
groups to iM'ovide services on a discoimted fec-for* 
service basis; health plan participants who use these 
providers pay lower deductible arwl coinsurance pay- 
ments. 

Pregnancy Discrimination ^cl of 1978 (Public Law 
95-555): An act that amcndwl the Civil Rights Act of 
1964 and requires that employment-based health plans 
cover pregnancy, childbirth, or related medical condi- 
tions as they cover other medical care. 

Prenatal care: Medical services related to fetal, infant 
and maternal health, delivered from time of conception 
to labor. 

Preventive health services: Services intended to prevent 
the occurrence of a problem (e.g., disease or condi- 
ticHi). Primary prevention is aimed at reducing the 
incidence of a disease or health problem; secondary 
prevention is aimed at reducing the prevalence of a 
problem by shortening duration among those who have 
the problem; and tertiary prevention is aimed at 
reducing complications. Preventive services typically 
recommended for adolescents include routine physical 
examinations, immunizations, and certain diagnostic 
tests (e.g., hematocrit, urinalysis), and preventive 
procedures including pap smears and screening for 
sexually transmitted diseases among the sexually 
active. Compare treatment services. 

Primary care: Optimally, primary care includes the 
following elements: first contact care, comprehensive 
care, coordinated or integrated care, and care that is 
longitudinal over time rather than episodic. First 
contact care is the extent to which a patient contacts the 
source of care whenever he or vhe perceived a new 
need for care. Coordination of care entails a health care 
provider's ability to provide for continuity of informa- 
tion from visits to other providers (e.g., specialists and 
emergency facilities) as well as from earlier visits to 
hmfi or herself. Longitudmality of care is the extent to 
which a provider serves as a source of care over time 
regardless of the presence or absence of a particular 
type of problem. 

Primary prevention: See preventive health services. 

Private health plan: See employment -based group 
health plan. 

Problem bet.^vior theory: The thesis that a variety of 
deviant of ^ roblem behaviors are all manifestations of 
a general iLmension of conventionality versus uncon- 
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ventionality. In mm, the tendency toward convention- 
ality or unconventionality is seen as arising out of three 
interacting systems of psychosocial influence: the 
personality system, the perceived environment, and 
the behavior system. 

Problem behaviors (in adolescence): Those behaviors 
that have been deemed socially unacceptable or that 
lead to poor health outcomes (e.gM unprotected sexual 
intercourse, delinquent behavior, substance abuse). 

Prot^tive services; An aspect of social services de- 
signed to prevent neglect, abuse, and exploitation of 
children by reaching out with social sorviccs to 
stabilize family life (e.g., by strengthening parental 
capacity and ability to provide good child care). The 
provision of protective services follows a complaint or 
referral, frequently from a source outside the family, 
although it may be initiated by an adolescent him or 
herself. 

Puberty: The period of becoming first capable of 
reproducing sexually, marked by maturing of the 
genital organs, development of secondary sex charac- 
teristics (e.g., breasts, pubic hair), and in humans and 
higher primates, the first occurrence of menstruation in 
the female. 

Race: Races can be distinguished by usually inherited 
physical and physiological characteristics without 
regard to language or culture (caucasoids, negroid, 
mongoloid). By Cen;- s Bureau definition, the term 
race is used to distinguish anuxig peoples who are 
white (caucasoid), black ^negroid), or Asians or Pacific 
Islanders or American Indians (mongoloid). See eth- 
nicity, Hispanic, Indian. 

Racial and ethnic minorities: In this Report, anyone is 
who not "white, non-Hispanic.*' Includes black, 
Asian American, Hispanic and other adolescents. 

Reproductive health care: Can include a wide range of 
services related to the male or female reproductive 
syst^s, including gynecological treatment services 
(i.e., examination and treatment of the female repro- 
ductive OTgans), and preventive services related to the 
use of contraception (e.g., counseling, prescribing 
contraceptive methods, dispensing contraceptives). 
See also prenatal care, 

Restricted*activity day: As defiined by the DHHS 
National Center for Health Statistics' National Health 
Interview Survey, any day on which a pmon cuts down 
on his or her usual activities for more than one-half day 
because of an illness or an injury. Restricted-activity 
days are unduplicated counts of: 1) bed-disability 
days (days on which a person stayed in bed more than 
half a day because of illness or injury or was in a 
hospital as an inpatient); 2) work-loss days (days on 
^ch a currently employed person 1 8 yeara of age and 
over missed more than hidf a day from a job or 
business); 3) school-loss days (days on which a 
student 5- to 17-years-old missed more than half a day 



from the school); and 4) cut-down days (days on 
which a person cuts down for more than half a day on 
the things he or she usually does). Work-loss, school- 
loss, and cut-down days refer to the shcxt-tenn effects 
of illness or injury. Bed days arc a measure of both 
long- and short-term disability, however, because a 
chronically ill bedridden person and a person with a 
cold could bcdi report having spent mofe than half a 
day in bed due to an Ulness. See restriction of activity. 

Restriction of activity: As used in the DHHS National 
Center for H. ^th Statistics' National Health Interview 
Survey, ordinarily refers to a relatively short-term 
reduction in a person's activities below his or her 
normal capacity. See restricted-activity day. 

Rural: As strictly defined by the U.S. Department of 
Conmierce, Bureau of the Census, rural refers to places 
of2^(X)orfcwcrresidents. (Onsus-recognized* 'places" 
arc either: 1) incorporated places such as cities, 
boroughs, towns, and villages; or 2) closely settled 
population centen diat are outside of urbanized areas, 
do not have corporate limits, and (unless they are in 
Alaska and Hawaii) have a population of at least 
1,000.) The term '*niral" is often used to refer io 
nonmetropolitan statistical areas (i.e., any area not in 
a metropolitan statistical area, which, as defined by the 
U.S. Office of Management and Budget, a county or 
group of counties that includes either a city of at least 
50,000 residents, or an urbanized area with at least 
50,000 people that is itself part of a county/counties 
with at least 100,0(X) total residents). 

School-linked health center (SLHC): Refers to any 
school health center that provides a wide range of 
medical and counseling services for studmts (and 
sometimes for the family members of students and/or 
school dropouts) and is located eitho^ on or near school 
grounds and is associated with the school. May also 
include a wider range of services (e.g., child care, 
employment training, tutoring, social services, recrea- 
tional oppoftunities). Compare comprehensive serv- 
ices for adolescents. 

School-loss day: A day iti which a student missed morr; 
than half a day from the school in which he or she was 
currently enrolled. 

Secondary prevention: Sec preventive health services. 

Self-insured (health insurance) plan: A health benefit 
plan in which the financial risk for providing medical 
services is assumed by the en^>loyer at sponsOT instead 
of purchasing health insurance from an insuifince 
company. The emfrfoyer or sponsor may continiie to 
contract with an insurance company or other organiza- 
tion for claims processing and administrative ser/ices, 
as well as stop-loss insurance to limit the amorjnt of 
their liability fot medical claims. 

Sensitivity: One measure of the validity (or accuracy) of 
a diagnostic or screening test: the percentage of all 
those who actually have the condition being trusted for 
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who arc correctly identified as positive by the test. 
Operationally, it is the number of tiue positive test 
results divided by the number of patients that actually 
have the disease or condition (true positives divided bv 
the sum of true positives plus false negatives). 
Compare specificity. 

Sexually transmitted disease (STD): Any infectious 
disease transmitted through sexual intercourse or 
genital contact. Exainples are gonorrhea, chlamydia, 
herpes, and AIDS, Fomierly (and sometimes, in law) 
called venereal disease. 

Social environment: The aggregate of social and cultural 
conditions that influence the life of an individual or 
comrriunity . Aspects of the social environment particu- 
larly important to adolescents include the adolescents* 
families, other adults with whom adolescents come in 
contact, schools, workplaces, recreational facilities, 
and the media. 

Social services: Service provided in order to support the 
functioning of individuals or family units, including 
those services termed: 1) "supportive'' or ''protective 
services''; 2) supplementary (i.e., financial assistance, 
home aid services (e.g., homemaker, canstaker, and 
parent aide services), respite care); and 3) "substitute** 
services (e.g., shelter services, foster care, adoption). 

Socioeconomic status: Used in this Report as a synonym 
for income levels, typically those of an adolescent's 
family of origin, because adolescents are unlikely lo 
have their own independent sources of income. See 
poor, near-poor. 

Specificity: One measure of the validity (or accuracy) of 
a diagnostic or screening test: the percentage of all 
patients that do not have the condition being tested for 
that are correctly identified as negative by the test. 
Oi>erationaUy, it is the ntmiber of negative test resuhs 
divided by the number of patients that actually do not 
have the condition (true negatives divided by the sum 
of true negatives plus false positives). Compare 
sensitivity. 

State: In this Report, the capitalized term State (whether 
used as an adjective or a noun) refers to 1 or more of 
the 50 United States. The term state (not capitalized) 
refers more generally to the body politic. 

Statutory law: The body of law created by acts of the 
legislature in contrast to law generated by judicial 
opinions and administrative bodies. 

Subjective distress: Feelings of sadness, hopelessness, 
discouragement, boredom, stress, dissatisfaction, or 
being worn out or exhausted, tliat are self*reported by 
individuals but are not necessarily symptoms of 
diagnosable mental disorders. 

Substance abuse: What constitutes adolescent substance 
abuse (any use at all or "problem** use) is a matter of 
controversy. The DHHS Office of Substance Abuse 
PreventicHi is of the view that any use by adolescents 
of psychoactive substances by adolescents should be 
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considered abuse; the American Psychiatric Associa- 
tion distinguishes between substance use, substance 
abuse, and substance dependence, although does not 
make distinctions by age. According to the American 
Psychiatric Association *s dia^ostic manual (DSM -HI- 
R), substance abuse is characterized by maladaptive 
patterns of substance use that have never met the 
criteria for dependence for that particular class of 
substance, that results in harm to the user, and that the 
user continues despite persistent or recurrent adverse 
consequences. 

Substance dependence: A mental disorder in which a 
person has impaired control of psychoactive substance 
use and continues use despite adverse consequences. It 
is characterized by compulsive behavior and the active 
pursuit of a lifestyle that centers around searching for, 
obtaining, and using the drug. 

Supplemental Security Income (SSI) program: A 
Federal income support program for low-income 
disabled, aged, and blind persons, which was estab- 
lished by Title XVI of the Social Security Act. 
Eligibility for the program is based on income and 
resources. 

Third-party payment: Ptiyment by a private insurer or 
govmmient program to a medical provider for care 
given to a patient. 

Title V of the Social Security Act: See maternal and 
child health block grants. 

Title X of the Public Health Service Act: EstabUshed by 
the Family Plarming Services and Population Research 
Act of 1970, funds public or private nonprofit entities 
that operate voluntary family planning projects; funds 
training for personrtel to improve the delivery of 
farruly plarming services; promotes service delivery 
improvement through research; and develops and 
disseminates information on family plarming. Gmtra- 
ceptives may be distributed witltout parental consent 
or notification, but the use of Title X funds for abortion 
as a method of family plarming has been prdiiibited by 
statute and regulations. Low-income individuals are 
targeted as a priority group for receiving services. 
Although projects funded by Title X do not focus 
exclusively on adolescents, they are required to offer 
a broad range of family plarming services to all who 
want them, including adolescents. 

Title XX of the Public Health Service Act; EstabUshed 
by the Adolescent Family Life Act of 1981, provides 
Federal funds for demonstration projects to encourage 
adolescents to postpone sexual activity and demonstra- 
tion projects to provide comprehensive services for 
pregnant and parcnting adolescents. 

Title XX of the Social Security Act: Established by the 
Onmibus Budget Reconciliation Act of 1981 (Public 
Law 97-35), a program of block grants to States for the 
provision of social services, for the purpose of 
assisting individuals to: 1) achieve or maintain eco- 
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nomic self-support; 2) achieve or self-sufficiency; 
prevent or remedy neglect, abuse, or exploitation of 
children and adults unable to protect their own 
interests; 4) prevent or reduce inappropriate institu- 
tional care; 5) secure referral or admission for institu- 
ticmal care when other forms of care arc not aiq;>ropri' 
ate, or provide services to individuals in institutions. 
Administered by the Office of Human Development 
Services in DHHS. 

Tort: A {nivate or civil wrong or injury, other than breach 
of contract, for which the court will provide a remedy 
in the form of an action fcM* damages. A tort may be 
either: 1) a direct invasion of some legal right of the 
individual; 2) the infraction of some public duty by 
which special damage accrues to the individual; or 3) 
the violation of some private obligation by which 
special damage accrues to the individual. Three 
elements of every tort action are existence of legal duty 
from defendant to plaintiff, breach of duty, and damage 
as a proximate result. 

Tort law: The branch of law pertaining to torts ^see 
above). 



Treatment services: Services intended to cure or amelio- 
rate the effects of a disease of other health problem 
once the problem has occurred Compare preventive 
health services. 

Underclass: Definitions of * 'underclass'' vary. There is 
ccmsiderable controversy concerning whether the defi- 
nition should be restricted to residence in an area 
characterized by a specific level of demographic 
characteristics (e.g., low earned income, low educa- 
tional attainment, and low labor niarket participation) 
or be expanded to include attitudinal/behavi(»al di- 
mensions (e.g., alienated, unmotivated). 

Unprotected sexual intercourse: Sexual intercourse 
without precautions taken to prevent pregnarKy or the 
transmission of AE>S or sexually transmitted diseases. 

Venereal disease: See sexually transmitted disease. 

Well-child care: Preventive health care for children, 
including immunizations, health education, parental 
guidance, physical examinations and other tests that 
screen for illness or developmental problems. 

Younger adolescents: As defined in most studies and 
data analyses, adolescents ages 10 to 14. 
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BURDEN OF HEALTH PROBLEMS AMONG U.S. ADOLESCENTS 



OTA'S analysis in Volume n. based on a teroad range 
of measures of adolescent health and a wide variety of 
sources of data« suggests that the conventicMial wisdom 
that American adolescents as a group are so healthy that 
they do not require health and related services is not 
justified. OTA*s findings regarding the burden of health 
problems among U.S. adolescents are summarized in the 
table below. 

In considering the estimates in this appendix, it is 
important to note several limitations of the available 
data, in particular: 

• The data here on prevalence and incidence come 
from widely varying sources. When national data 
were not available, more limited sources arc used 
and such sources are noted. However, even natiorial 
data have their limitations. 

• A particular shortcoming of available data on 
adolescents apparently ''most at risk'* of specific 
problems (see last colimui) is that, although disag- 
gregations of health status information by gender, 
race, ethnicity » and age are often difficult to obtain, 
such data are more likely to be available than 
crosstabulations of data providing valid information 
aoout the causes of differences in health status. For 
example, meaningful data on socioeconomic status 
and health, and the interactions of socioeconomic 
status with other factors, are particularly lacking in 
the United States. But information on the relation- 
ships among a wide range of biological (e.g., 
genetic), psychological (e.g., perceptual), behavioral 



(e.g., engagement in risk-taking behaviors such as 
sports), and social (e.g., fiunily income, community) 
factors and particular health problems, and the 
relationships of health problems with each other, is 
scarce, lypically, special research studies are re- 
quired (arid have sometimes been conducted) to 
determine the relationships of the broad range of 
possibly explanatory factors to adolescent health 
problems. The availability of such studies is dis- 
ci issed in specific chapters in Volume n of this 
F.eport (also sec ch. 18, Issues in the Delivery of 
Services to Selected Groups of Adolescent^,* ' in this 
volume). Some of the information from special 
research studies is reflected *n the table below, but, 
often, the only information available is by gender 
and/or racial and ethnic backgix>und. In considering 
the information shown below, it is important not to 
confuse mere c^rreLxtions of racial, ethnic, gend^, 
and other (e.g., jncon>e) factors with causality. 

For a complete imd^^^ding of the sources and 
limitations of each data point presented here, the inter- 
ested reader is encouraged to consult the specified 
chapters in Volume 11 of this Report, Background and the 
Effectiveness of Selected Frevention and Treatment 
Services, A synthesis of the crosscutting issues in data 
collection and dissemination with respect to adolescent 
bealUi can be found in Appendix C, ' ' Issues Related to the 
Lack of Information about Adolescent Health and Health 
and Related Services/* in Volume I of this Report, 
Summary and Policy Options, 



ProtJiem 



Prevalence, incklenoe, or 
other measure of burden 



Adolesoents most at rtsK 
according to available data^ 



Family protilems^ 



FuH scope unknown. In 1 985. between 620.000 
to 720,000 adoleacents apea 1 0 to 1 7 were 
maltreated.^ An estimated 1 20,000 adoles- 
cents t>etween ages 13 and 18 were in 
fo&ter care in 1985. In 1984, about one- 
third of females and one^fifth of males using 
runaway arxi homeless youth centers re- 
ported that physical or sexual abuse was a 
problem that led to their running away 



Many homeless adolesoents report having 
been abused (physlcalty and sexually) prior 
to becoming honneless. Females seem to 
be at greater risk than males (especially for 
sexual abuse). Adolescents In "authoritar- 
ian** or "overlndulgent'' families and ado- 
lescents in families with a stepparent are at 
increased risk. 



ISes CBVMts abovs rsgsrdlng ovsilabls data, particularty on gsnder snd racial factors. 
^Sss ch. 3. "PsrwiH' snd Fsmiliss' Influsnos on Adolssosnt Hselth," k\ Nfol. H. 

>thm% (tet« «rs bassd on dsts from th* U.S. Ospsrtmwft of Hsalth and Humar> Servk^ss* (DHHS) Nstlon«l C#nt«r on ChikJ Abus* and Nsglsct . Msl tre«tment 
was d«f insd by DHHS as Instsnoss whsrs cWkf • heslth or ssfsty h sertoyily sndsnflsf^i." 

^Tb«s« dsts srs from ths f Iscsl yssr 1 0S4 snnusi rsport tor runaway youth cmriif prspsrsd by ihm Adm inistrst bn for Childr ar). Youth, s nd Fsmlliss In DHHS. 
Sss ch. 14, **Homstsssnsss: Prsventbn snd ServkM " In Vot. It. 
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Problem 



Prevalenoe, incidenoe, or 
other rtieasure of burden 



Adolesoents most at risk 
aocordir>g to available data^ 



School problems^ 



Injuries: 

• Nonfatal injuries^ 



Accidental injury deaths 



• Suicide deaths^*^ 



In October 1988, the status dropout rate* for 
individuals ages 1 6 to 24 was 1 2.6 percent 
(4 million individuals). 



National survey data indicate about one third 
of children (ages 5 to 1 7) experienced an 
accidental or Intentional Injury in 1988.' In 
1985. ^AxMental and intentional injuries 
(and poisonings) accounted for 8.1 77,000 
visits to physician offices among adoles- 
cents ages 10 to 18. In 1987, accidental 
and other Injuries accounted for 25 percent 
of hospitalizations for males ages 1 0 to 1 4 
and 33 percent of hospitalizations for males 
ages 15 to 18.* Playing basketball, football, 
or baseball and riding a bicycle accounted 
for 772,000 emergency room visits by 
adolescents in1988.^^ 

Accidental injuries are the leading cause of 
death among adolescents. In 1987, 12.9 
percent of all deaths to adolescents ages 
1 0 to 1 4 and 46.2 percent of all deaths to 
adolesoents ages 15 to 19 were due to 
accidental injuries. In 1987, there were 
10.658 accidental injury deaths anrK>ng 
1 0- to 1 9-year-old8.^^ The vast majority (74 
percent) of those accidental injury deaths 
are due to vehicle-related injuries; others 
are due to drowning (8 percent), accidentai 
firearrrvs injuries (4 percent), and other 
causes (15 percent). 



in recent years, adolescent suicide rates have 
apparently Increased. There were a total of 
2.152 officially reported suicides anrx)ng 
10- to 19 year-olds in 1987, in 1987. 1.5 
percent of all deaths to adolesoents ages 
10 to 14 and 10,3 percent of all deaths to 
adolescents ages 1 5 to 1 9 were due to 
suldde. 



Hispanic adolesoents (status dropout rate of 
33.0 percent); adolescents in central cities 
(status dropout rate of 1 5.4 peroent); black 
adolescents (status dropout rate of 13.8 
percent). 

Adolesoents who engage in risk-taking t)ehav- 
lor (e.g., participation In contact sports). 
Adolescents who are physically abused. 



Adolesoents who engage in risk-taking t>ehav- 
ior (e.g., consumption of alcohol, unsafe 
driving; failure to use automobile safety 
belts). Adolescents ages 1 5 to 19 are at 
greater risk than adolesoents ages 10 to 
14. Males, especially 15 to 19, are at 
considerably greater risk than females.^^ 
Amedcan Indian and Alaska Native adoles- 
cents experience death from acck^tal 
injury at twice the rate of blacks or whites. 
White male adolesoents and American 
Indian and Alaska Native adolescents (both 
sexes combined) have the highest rates of 
motor-vehide-related aocktontal deaths. 
Black male adolescents have higher rates 
of drowning deaths than white adolesoents 
of either sex and black female adolescents. 

Adolescents who have made a previous sui- 
cide attempt. White males ages 15 to 19 
have higher suicide rates than either white 
females or blacks. American Indian adoles- 
cents have much higher suicide rates than 
white adolescents, 



0 ch. 4, "Schools and Discretionary Time," in Vol, H, 
^he status ctopout raip is tha proportiof) of indivkJuals who ara nol enrolled in school and have not finished high school at any given point in time. These 

calojlatlons are based on Current Population Survey (a household-based survey) data from the U S, Departnr>ent of Commerce. Bureau of the Census. 
^See ch. 5, "Accidental Injurtea: Prevention and Services," in Vol. II. 

©From DHHS' National Health Interview Survey. For adolescents under age 1 7. the data are reported by a proxy respondent, usually the mother. 
^♦Utilization data on physician visits from DHHS' National Ambulatory Medical Care Survey, and utilization data on hospitalizations from DHHS' National 
Hospital Discharge Survey, 

th« U.S. Consum«r Product Safety Commission. 
11 In 1987,lh«r»w*f«2,l30aockJ«ntal injury deaths anrang 10- to 14-y»arold8 (12 9 doalhs par 100.000) and 8,528 wxidwnlal injury daaths among 15- to 

19-y»ar-oleb (46.2 daaths par 100.000). Mortality statistics ara gatherad by DHHS' Natiorwl Cwitar for Haalth Statistics. 
^Tho male-tofamaie ratio differs by cause of daath. For axampi©. from 1904-8e the dHfw*n£»6 in th» m«l*-to-f*tnal» raliw rtinywd (rom 9.9. 1 for deaths dua 
to drowning to 1,5:1 for homicida. 

I^Saach 1 1 , "Mantal Haalth Probtams: Prevantion aod S«rvic«s. " in Vol. li. Mortality statistic* ara gatherad by DHHS' Nntlonal Canter for Health Statistics, 



ERIC 



5EST COPY AVAILABLE 



Ilh284 # Adolescent Health-^Volume III: Crosscutting Issues in the Delivery of Health and Related Services 



Problem 



Prfivaienoe, tnckienos, or 
othof measure of burden 



Adoleeoents most at risk 
acoordlr>g to available data^ 



• Homidde deaths^ ^ 



Chronic Physical iilnesses^^: 
• Serious chronic physical illness 



• Significant physical prot>lem that 
could interfere with development 

• Acne^* 

• Dysmerwfhaa (diff icult and pain- 
ful menstmatlon)^* 



Nutrition and Fitness Problems^ 



There were approximataly 2,100 adolescent 
homldde victims In 1987. In 1987. 1.6 
percent of all deaths to adolesoents ages 
10 to 14 and 10.0 percent of all deaths to 
adolescents ages IS tc 19 were due to 
homicide. 

An estimated 5 to 1 0 percent of adolescents 
have a chronic condition (e.g., leukemia, 
cerebral palsy, hearing or visual impair- 
ment) that limits their activities.^® 



UOkHnown. Latest available data (from 1970) 
indteate 22 peroerit of adolescents have 
such a problem. 

80 to 90 percent of adolescents experier)oe 
some degree of acne at some time. 

Natk>nal data not available, but local surveys 
suggest that 25 to 45 percent of female 
adolescents have missed some school or 
work because of dysmenorrfiea.^* 

Many adolescents suffer from some nutrltk>nal 
or lfitr>es$ problem.^^ 



Dental and Oral Health Problems^: 
• Dental carles (cavities) 



I n 1 985 , 689 black males flges 1 0 10 1 9 died as 
compared with 657 white males, but there 
were almost 5.5 times as many white males 
as t)tacks in the p'ipulatkKi. Tl>e races and 
ages of ttK>8e committing adolescent homi- 
cides are unkrK>wn. 

Adolescents of k>w sock»conomk: status (e.g., 
family Incomes of lesii than $10,000) are 
more likely to have a limitation in a mafor 
activity as a result of a chrortk: condltk>n 
(9.8 percent have llmltatk>ns) than adUes- 
cer)ts €»f higher sodeoorwmk: status (e.g., 
family Income of more than $35,000) (5.1 
percent have Mmltatk>ns). 



Males, white adolescerrts tend to have more 

serious prot)lems. 
Females only. 



Nutrfthnaf daffdendes: Female adolescents, 
adolescent athletes of tx>th sexes, adoles- 
cents with ohronk; physk^al or mental il^ss 
or disabilities, and homeless ar>d rurtaway 
adolescents. 

Obesfty: Available informatk>ri suggests prot^ 
lems with obesity for black femaie adoles- 
cents, Msxteen Americans, NatNe Kawal- 
lans, American Indians and Alaska Na- 
tlves, Samoans, and Tongans of both 
sexes. 

Adoleeoents without access to fluoridated water 
or f kjorlde treatments are at Increased risk 
for dental caries. Itoiw^ilta (espeoMy Amer^ 
k^n Indian) adolescents have a higher 
percentage of untreated caries tftan white 
adolescents.^ Juveniles In Juvenile justice 
facilities have more decay, too. Small group 
of adolescents with rampant caries,^ 



• Severe maiocdusion 



FuR extent unknown, but declining. From 1980 
to 1987, carles prevalence amor)g adoles- 
cents in school declined 20 to 40 percent^ 
According lo a natk>nal school-based sur- 
vey in 1 987, 44 percent of 1 0-year-okls had 
experienced caries, wNle 84 percent of 
1 7-year'Okls had experienced caries. How- 
ever, 22 percent of I0*year-okte and 12 
percent of 1 7-year-okto needed filings (res- 
toratk)ns) for their decayed teeth In 1987. 
Unknown. Latest available data (from 1970) 
lndk:ate 1 3 to 1 6 percent of 1 2- to 1 7-year- 
oWs have severe to very severe rm k>oclu- 
ston, 

I^Sm tiko, ch. 13. '*D«linqu«ncy: Pr«vsntion and Services, in >M, II. and ch. 18. ^Issuss in ths Dsiivsry of Service to S«i«ct«d Groups uf Adt>i««o*nts," in 

this voluma. MortaJity statistics ara gathw^ad by DHHS' I4atk>nal Caittar for Haalth Statistics. 
15saa ch. 6, 'tJhronIc PhysictI IHnat s ai; Pravandon and Sarvksat." in Vol. II. 

I^Thia aatimata ia baaad oo infonnatk>n from DHHS' National Haalth Intarviaw Survay. Saa ch. 6. ''Chronic Physical INnaaaas: Pravantk>n and Sarvk^r in 

Vol. II, for infomiatlon on how tha aatlmata waa darlvad. 
I^Basad on data from DHHS' National Haalth Examinatkm Survey (conductad in 1967*70). which indudad an axminatktn by a physk:ian. 
I^Acna and dysmanhorraa ware salactad as rapraaantatlva of haalth problam'^ of spadal coroam to adolaaoants. 

IVBaaad on data from tocal survays. In (ha nooat racant national survey (tha h \^»onal Haalth Examination Survey oonductad in 1967-70). 60 pftMrA of 

adolaaoants who had begun to manstruata aitparicnoad manatnial pain, and 14 pmtmn raportad fraquant school absantaaism du^ to dy^^manonrt>«a. 
20saa ch. 7. "Nutrition and Rtnass Problams: Pravaotion and Sarvioas." in Vo\, \l 

21 Data on adolasoants* nutrition and fltr^aaa problams ooma from a numbar of aouroaa. among tham tha U.S. Dapartmant of ><^Houltiira's Nationwida Food 

Conaumption Sufvaya and DHHS' National Haalth and Nutrition Ex^inatton Survays. 
^Saa ch. S. Dantal and Oral Haalth Problams: Pravantion and Sarvioas." m Vol. II. 
Ppfom surveys of achool-baaad childran oondjotad by DHHS' National Inatituta or DsAtsJ Rasaarch. 
f^Avaiiabla data do ncM aaparata tha affacta of raoa from Inooma iaval or othar ralavant factors. 

2&Ramf>ant carles Is a rapidly propraaaing form of dental oariaa which involvaa axtansiva braakdown of anamal and dantln. and pulpal pathosis. 
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Appendix B— Burden of Health Problems Among US Adolescmits • Ilh285 



Problem 



Preval«noe, InddMM, or 
other measure off burden 



Adotetcentt moit el fMt 
acxxxdlng to avirilable deU^ 



• Pertodontal disaasd 



ADS and Othei Sexually Transmit- 
ted Diseases (ST. -)s)^: 
• STDs 



• AIDS/HIV infection 



Pregnancy and Parentlng^^: 
* Sexual activity^^ 



• Contraceptive use 



Pregnancy^* 



.31 



• Abortion^^ 



In 1987, many adoieacents In school ages 14 
to 1 7 expertenoed some gingival Inflamma- 
tion, but few have rrKire serious glngh^ 
problems (e.g., 22 percent experienced 
perlodonlal attachment loss of more than 2 
mm;; 0.1 percent to 2.3 percent of U.S. 
adolescents have localized Juvenile perio- 
dontitis. 



The national prevalenoe and Inddsnce of 
STD? other than gonorrhea and sypNIls 
are unknown.^^ In 1989, 30 percent of 
newty reported gonorrhea cases and 1 0 
percent of newly reported syphilis cases In 
the U.S. occurrod among 10- to 19-year- 
olds. 



Al DS: 568 cases among 1 3- to 1 9-year-olds as 
of September 1990.^ HIV Infection: preva- 
ler)ce unknown, but estimates mn as high 
as 3.7 peroerrt In a sample of runaway aruj 
homeless adolescents In New York City 
age 18 andunder.^ 



In 1988, 53 percent of adolescent females 
ages 15 to 19 had ever had sexual Inter^ 
cour^. In 1988, about 64 percent of ado- 
lescent males ages 15 to 16 had ever had 
sexual intercourse. 

In 1988, 20 percent of sexually active female 
adolescents ages 1 5 to 1 9 reported current 
cofKjomuse. 

About one mlllk}n U.S. adolescents become 
pregnant each year. In 1988, there were 
1 10 pregnancies per 1,0(X) females ado- 
lescents ages 1 5 to 1 9. Pregrmncy rates for 
sexually actlvo adolescents ages 15 to 19 
declined between 1970 and 1985. 

In 1984, over 400,000 adolescents obtained 
abortions. In 1984, 41 percent of alpregran* 
cies to females ages 1 5 to 1 9 (44 per 1 ,000 
females ages 15 to 19) and 56 percerit of 
pregnancies to adolescents under sge 15 
(8.3 per 1 ,000 females ur>der age IS) 
ended In abortk>n. 



Adolesoerto who do not have good oral hy- 
giene; adolescents who use smoMees 
10MOOO. i^onwrnie aooiesoerris (wpeowry 
American Indians) have worse peiiocfcx^ai 
health than wNte. Disabled adolescents. 
Periodontal problems 'norMse by age 
throughout adolescence and Into adult- 
hood. 



Sexually active adolescents only, eapc :laiy 
those wtK) do not use condoms or wtio 
have multiple aexual partners, m 1888, 
about 64 percent of adoleaoent males ages 
15 to 16 had ever had sexual Intercourse 
and about 53 percent of a ddee c ent fe- 
males ages 15 to 19 had ev^ had jexual 
Intercourse. Only 20 percent of sexuaMy 
active female adoleaoents ages 15 to 19 
reported current oorKlom uee. 

Black, non-KHspanic acioleecents ages 1 3 to 1 9 
accounted for 36 percent of al adolescent 
AIDS cases through August 1990; Htapank: 
adolesoants ages 1 3 to 19 aooounled for 1 8 
percent Sexuaiy active a d o l es ou nts ^aspe- 
daily those who engage In unsale sexual 
practices (e.g., no oorMtoms, multiple sex* 
uai partners). Also Intrmertous drug users 
who share needtos and their partoers; 
adolesoents ^th hemopNIla Homeless 
and ruruMvay adolescents. 

Higher rates of sexual activity amor>g home- 
less arid ruriaway adolescents, blacks, 
Hispanics, adolescents of tower soctoeco- 
nomic status. 

Higher comracepth^e use amor^ non-Hlspank: 
white adolescents, adolesoents of higher 
30GtoecorK>mk: status, oUer adoleioentB. 
Sexually active females who do not use effec- 
tive contraceptive mstlnxls. Higher preg- 
nancy rates among black and Htopanic 
adolescents of tower eoGtoeconomIc status; 
American Indian, Native HaiMtfan adoles* 
cents; homeless and runaway adolesoents. 
Pregnant females iM4to both want and are able 
to obtain an abortton. In 1963, abortion 
rates as a percentage of pregnancies were 
higher tor wNte adoleecents (40.5 percent 
of wNto adolescent pregnancies) than black 
adotosoents (38.1 percent of black adoles- 
cent pregnancies). 



26$^ ch. 9, "AIDS and Othsr Ssxuslly Tr«n»mlt1sd Diseases: Prevsntbn snd Ssrviossr in Vol.lT 
^DHHS C«nt#f s for Di»«a*« Control only ooHsct* dsts on two asxusity transmittsd dissasst orthsr th«n AiDS/HlV--9onorrh«« mnd vyphiiw. 
^^Thess ars AIDS data from DHHS' Centsrs for Dissais Control's monthly **HV/AIDS Survsillsnos" rsport. 

^Amor>g honi«l«M and runmrsy adolssosntt staying «t Covsnant Houii* in N«w York, 3.7 percent tsstsd positivs lor HIV: tss ch. 14 'Hof?>«lsssn«ss: 

Pr«v«ntion and Servloss/' In Vol. II, lor mors information. 
30s«« ch. 10. "Prsgnancy and Parenting: Prsvsntbn and Ssrvk»s/' In Vol. It. 

^^Thssa data srs from DHHS' National Sun/sy of Family Growth conductad parfodlcatty by tha National C«nt*r lor Hsstth Statistics. 
^^Basad on Information from tho Alan Quttmachsr Institute. 
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Problem 

• Childbearinfl^^ " In 



Prevalence, inckienoe, or 
other measure of burden 

1988. there were 486,941 births to females 
under age 20, In 1984, 45.6 percent of ail 
pregnancies to 15> to ig-year-olds. 



Adotesoents most at risk 
according to available data^ 

Pregnant females wtK> do not want or canrK>t 
obtain an abortion. Por adolescents ages 
1 5 to 19 in 1984, birth rates were higher for 
black adolescents (96 births per 1 ,000 
black adolescent pregrumdes) than for 
whitC' adolescents (44 per 1 ,000 white 
adolescent pregnancies). 

Adolescents of kiwer 80ck>economk; status 
are more likely to have chikiren out of 
wedk>ck than adolescents of higher sock>- 
economic status. Black females are more 
likely to t)ear chiklrmi o of wedk>ck than 
white females. 

Adolescents of higher socioeconomic status 
are more likely to choose adoption than 
adolescents d lower sooioeoo<K>mk; status. 
In 1 982, 7.4 percmt of white adolescents 
and 1 percent of black adolescents put their 
babies up for adoption. 

f-lomeless and runaway a ^tolesoerrts. Males; 
middto arKj oMer adolescents; low sodoeoo- 
nomic status adolescenls. 



Females, American Indians and Alaska Native 
adolescents; on one measure^ airal males.*' 



• Out-of-wedlock childbeahng^^ In 1 988, about 65 percent of the 488,941 

oabies tx>rn to adolescents under age 20 
were born out of wedk>ck (322,406 births, 
including 31 2,499 to females ages 1 5 to 1 9 
and 9,907 to females under age 15 (92 
percent of births to adolescent females 
under 15)). 

• Adoption^ Less than 10 percent of all adolescents who 

become pregnant cho^>se adoption. 



Mental Health Problems^: 

• Diagnosable mental disorders^^ National data are not avaitabte. A series of 

local studies show that an estimated 18 to 
22 percent of adolescents have one or 
more diagnosable mental disorders.^^ The 
mos\ common disorders are attention defi- 
cit disorder, oppositional disorder, conduct 
disorder, and separation anxiety disorder. 
Prevalence varies by disorder. 

• Subjective distress^ Varies by nrieasure: The National Adolescent 

Student Health Survey of 8th and 10th 
graders^* found In 1967 that, on average, 
45 percent of respondents found coping 
with stressful situatk>ns at home and school 
"hard" (29.8 percent) or "very hard" (15.6 
percent), 61 percent felt sad and hopeless 
in the past month either "sometimes" (36.9 
percent) or "often" (13.2 percent). The 
University of Minnesota Adolescent Health 
Survey^ found that on average across 
grade levels, up to 28 percent of 7th 
through 12th graders reported experienc- 
ing "extreme stresses and strains"; up to 
25 percent reported that they were dissatis- 
fied with their personal lives; up to 23 
percem reported that life was uninteresting; 
up to 26 percent reported that they were 
tirAd or worn out; and 19 percent reported 
that they were not feeling emotion; e- 
cure — all in one month before the si y. 



^&aft«d on data gathered by DHHS* National 0»nt«r for Health Statistics. 

34From S,L. Hofferth, 'Tfttnage Pregnancy and Its Resolution." Risking th9 FuturBi Adoimcmnt S^xuaiity. f^egnancy, and Chfldb^aring, Volume II: Working 

Papers and StaHstical App0ndix0s, S.L Hoffarth and CD. Hayt s (ttds.) (Washington. DC: National Acaden,^ ^ress. 1987). 
3^S«e ch. 1 1. Mental Health Problems: Prevention and Services." in Vol. II. 

^Diagnosable mentaJ disorders (e.g.. conduct disorder, separation anxiety disorder, depression) are induded in the American Psychic trie Association's 

Diagnostic and Statistical Manual of Mental Disorder 3rd ed., revbed (DSM-R-lll). 
^^SeetablelM inch, 11. "Mental Health Problems: Prevention and Services. "In Vol. 1 1, for a sample of studies on the prevalence of DSM- 1 It diagnoses an^ng 

adoieeoents. 

^Subjective distress is not necessarily, but b possibly, related to a mental health problem. 

3^The National Adolescent Health Survey, conducted in 19B7, sampled 0th and lOlh graders and 'elles on seW-reported Infomiotion. 
4^he Adolescent Health Survey, oonducted by the University of Minnesota, sampled 7th through 12th graders In the State of Minnesota and relies on 
self -reported information. 

^^Of Minnesota adolescents (mostly white, non-Hispanic) surveyed, rural males were most likely to report that 'life is uninteresting.** 
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Problem 



Prevalence, incktorwe, or 
other measure of burden 



AdoleeoentB most at risk 
according to available data^ 



• Suicide attempts 



Alcohol, Tobacco, and Drug Abuse^: 

• Alcohol use 



• Tobacco use 



Illicit drug use: 



Delinquent behavior^®: 



* Serious violent offenses 



Serious property offenses 



FuU extent unKnow; .. In 1987, however, 13 
percent of 8th and 15 percent of 10th 
graders surveyed reported having made a 
suidde attempt.^ 



Extent of abuse unkrK>wn. In 1989, 4.2 percent 
of high school seniors reported daily use of 
alcohol. In 1987 89, 15.8 percent of 10th 
graders and 11.1 percent of high school 
seniors reported recent heavy drinking.^ 

In 1989, 18.9 percent of high school senbrs 
reported dally cigarette smoking.^ In 1 987, 
4.4 percent of 10th grade males used 
smokeless tobaooo.^ 

Full extent of aibuse unknown. In 1989, 2.9 
percent of high school senkxs reported 
daily use of marijuana or hashish; 0.3 
percent reported dally use of cocaine; 0.3 
percent reported daily use of hallucino- 
gens; 0.3 percent reported daily use of 
inhalants. 

Estimates vary, depending in part on wf)ether 
they are based on official arrest records or 
on daia from self reports or reports of 
victims.^ In 1988, there were 1.6 million 
arrests of adoiesrsnts. In 1987, abo'^t 
700,000 adolescents were confined topub- 
lic or private juvenile justtoe facilities.^ 

Arrest data and victims' reports show an 
overaA decline sirtce the mkl-1970s. How- 
ever, in 1987, the number of adolescents 
held In public facilities for serious violent 
offenses increased for the first time since 
1 983. For aggravated assault murder, and 
nonnegligent manslaughter, arrest data 
show an Increase in recent years; for 
robbery and forcible rape, they show a 

Arrest data show a major overall decline since 
the mid-1970s. 



Adolescents wTk) have experienced fan>lly 
disruptk)n (divorce, death, abandonnmit); 
abused adolescents; homeless and run- 
away adolescents; gay arnJ lesbian adoles- 
cents; adolescents with substance abuse 
problenrw. White feniales; Amedcan Indi- 
ans and Alaska Natives. 

Adolescents whose parents, sibllr>gs, or peers 
use ak»hol; homeless and njnaway adoles- 
cents; American Indian adolescents. 



Adolescents wfx^se parents, siblings, or peers 
snrK>ke. Adolescents In families of lower 
socloecorK>mlc status. 

White, non-Hispank: adolescents, then His- 
panic addesoents, then tilack adoleaoents.^^ 
Availability of income positively related to 
use of lllk:lt drugs amor>g students. Some 
evidence that adolescents with mental 
health problems more likely to be prot)lem 
users of drugs. American Indian adoles- 
cents. Homeless and runaway adolescents. 

In comprehensive self-report surveys, almost 
all adolescents report having committed 
some delinquent act (typk»lly not a sedous 
delinquent act). Homeless arnl mnaway 
adolescents (pro8titutk)n. panhandhng, dmg 
dealing). 

15- to 17-year-okl males, black males, males 
living in urban areas. The gender gap for 
arrest rates Is narrowir)g — from 11.4 
(maies):1 (females) in 1965 to 7.5:1 in 1987 
for serious violent offenses. 



1 5- to 17-year-old nnales. black males» males 
IMng In urban areas, though the gender 
gap In arrest rates Is narmwir)g--from 6.7 
(males): 1 (females) in 1965 to 3.6:1 
In 1987 for serkHJS property offenses. 



^Fron ths National Adolsscsnt Stud*M Haalth Survsy, a ons-tims sAHn^sport survsy of 6th and 10th graders in 1967. 
^Sm di. 12, "Alcohol. Tok>axo, and Dnig Abuse: Prsvention and Servtoas." In Vol \l 

44H««vy dnnUng isdaf inod at having had 5 or mora drinks "on ona occasion" (National Adolaaceni Student Health Survey wording) or "in a row" (Monitoring 

tha Futur^High School Sanlors Survay wofdlr>g) in the 2-waei( parlod prk>r to tha survay, 
45Aniong Wgh achoot aantors, 7.7 paicant tmokad 1 to Sdgarattaa d^ly ; 4.4 paroant arr^okad ona pad( of dgarattas daily, and 11 .2 parcant raportad smoking 

haH a pack of dgarattaa or rTX>ra per day (Monitoring tha FulurWHIgh School Sanlora Survay). 
46From tha National Adolaaoant Studant Haalth Survay. a ono-tirna saH^aport turvay of tth and 10th graders in 1967. 
^^From DHHS' National Institute on Drug Abuse national household survay data. 
46s«« ch. 1 3, ''Oallnquarwsy : Pravantlon arwi Sarvioaa," in Vdl. II. 

^Saa tabia 1 3-1 in ch. 1 3, "Dallnqoancy: Prevention and Services " in Vol. II, for Information about tha four principal sourcas of national data on tha pravalanoa. 

Inddanca, and damographic oorralatas of adolaaoant dallnquancy: 1) tha ^Miform Crima Reports 2) tha National Cr1nr>a Survay. 3) tha National Youth 

Survay, 4) tha Monitoring the Futura/Hgh School Saniors Survay. 
^From tha U.S. Dapanmant of Justtoa's OTfloa of Juvenile Juatioa and Dellnquancy Pravantlon statkstk». 

^^For purpoaas of counting arrasta and dal*ntions. '^uvaniia" ia a lagal tarm. A juvnUm is a parson aubjact to juvanila court juriadictfon for purpoaaa of 
adiudioation and f-aatmant ba»ad on aga and offansa limitations daf inad kiy Stata law. Tha uppar aga of original juvanila court juriadlction rangaa from 1 6 
to le.butformostSlataa is 17or IS. 
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Problem 



Prevalence, incWencse, or 
other measure of burden 



Adolescents most at risk 
according to available data^ 



Homelessness^^ 



Poverty 



Multiple problems 



Unknown, although DHHS estimated in 1984 
(on the basis of 1 976 data) that there are as 
tTiany as 1 mllikm hiomeless and runaway 
adolescents each year.*^ 



Adolescents whio leave home because of 
physfeal. sexual or enrtoUonal abuse; adoles- 
cents with substance-abusing parents; ado- 
lescents In foster care; formerly Instit utk>nal- 
ized (e.g., juvenile justk^e, mental health 
System) adolescents; adolescents In home- 
less families; gay adolescents. 
Adoiescervt mothers; adolescents IMrig in sin- 
gle parent fentale-headed households; 
blacK Hispank:, Asian, American Indian 
and Alaska Native adolescents; Native 
Hawaiian adolescents; rursi adolescents. 
Homeless and runaway adolescents. 



17 percent (5,3 miinun) of adolescents live 
below the Federal poverty level; another 1 0 
percent (3.0 million) are *'near poor" (family 
incomes between 100 aitd 149 percent of 
the Federal poverty level). 
Fu'* extent unknown. In 1987, using problem 
behavior theory as a gukte, Dryfoos esti- 
mated that 1 0 percent of adolescents ages 
11 to 1 7 are at very high risk of multiple 
bohavioralty based problems; another 40 
percent are at medium risk^ Research on 
covariatk>n is iimlted.^^ 

ch. 14. "Hom«l«sftntt$S: Pr#v«ntk>n and $«rvic«t," In Vol. II. 
^Th« 1 990 cwntus mads sfforts to count homslsss per tons, but tt is unlilcftiy thst it v^N produo* an aocurats count. 
^Basod on data from J, Dryfcxw. AdoJmao^ atRisk{H9w York. NY: Oxford Univsrtity Prass, 1990). 

^Cowtefton Is tha taodancy of haatth proW^a tc occur in tha aama indivklual at about tha «an>a tima. Most of iha avidanca oo covariation of adolaacant 
problams is basad on croaa-aactional atudias. so It is stilt undaar for many problams whathar one problam iaads to anothar or tha probiams occur togathar, 
dua to a singla causa of sat of caiisas (saa D.W. Osgood and J,K. Wilson. '^Covariation of Adoiaaoant Haalth Problams^ psp^ praparad undar contract 
to Camagia Council on Adoiaaoant Davalopn>ant and Camagia Corporation of Naw YofK for tha Offioa of Tachnoiogy Asaasamant, U.S. Congraas. 
Washington. CX:, 1990 (SprlngflaW. VA; National Tachnical Information Sarvica, NTIS No, PB 91-154 377/AS)). Anothar limitation of tha avklanoa on 
covariation ts that moat of tha avidanca is limltad to covariatk)n in adolaacant iDahaviors and doae not consWar amotional or physical problams. 

SOURCE: Offioa of Tachnoiogy Asaasamant. 1 99 1 , basad on data pr aaantad in various chaptars in Vol. II of this Raport, and in ch. 1 8, "lasuas in tha I>a;ivary 
of Haalth and Ralatad S^rvicas," in this voluma. 
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Appendix C 

HCFA'S METHOD FOR ESTIMATING NATIONAL MEDICAID ENROLLMENT 
AND EXPENDITURES FOR ADOLESCENTS AGES 10 THROUGH 18 



To develop estimates of national Medicaid enrollment 
and expenditures for adolescents ages 10 through 18, the 
Health Care Financ Jig Administration (HCFA) within the 
U.S. Department of Health and Human Services used the 
method outlined below. 

To Develop National Estimates for 
Ages 6 to 14 and 15 to 20 Combined 

1 . Thirty-five States (Alabama, Arkansas, Arizona, Colo- 
rado, District of Columbia, Florida, Georgia, Idaho, 
Illinois, Iowa, Kansas, Louisiana^ Maine, Maryland, 
Massachusetts, Mississippi, Montana, Nebraska, New 
Hampshire, New Jersey, New Mexico, New York, 
North Carolina, North Dakota, Ohio, Oklahoma, 
Oregon, Rhode Island, South Carolina, South Dakota, 
Tfenncssce, Texas, Utah, Virginia, West Virginia) 
reported data in fiscal year 1988 on Medicaid enrollecs 
(ever-enroPed), Medicaid recipients (those who used 
at least one covered service during the year), and 
Medicaid expenditures for age groups 6 to 14 and 15 
to 20 (new form HCFA-2082). 

2. The remaining States, Puerto Rico, and the Virgin 
Islands reported Medicaid recipients and expenditures 
only (no enrollees) and only for the age group 6 to 20 
(old form HCFA-2082). 

3. The Medicaid enroUee and expenditures totals for age 
groups 6 to 14 and 15 to 20 for the 35 States listed in 
step 1 were blown up to national totals using ratios 
developed from the recipient and expenditure data for 
age group 6 to 20 (available in all States). The blowup 
factors for expenditures were calculated on a scrvice- 
by-servicc basis. (On average, the 35 States in step 1 
accounted for about 58 percent of Medicaid recipients 
and 63 percent of aggregate expenditures for the age 
group in question). 

To Develop Separate Estimates for 
Ages 10 to 14 and 15 to 18 

4. The number of Medicaid eiuollees in the 10 to 14 and 
1 5 to 1 8 age groups was derived from the above counts 
for ages 6 to 14 and 1 5 to 20, respectively, by applying 
ratios calculated from data on Medicaid-covered 
persons from the March 1989 Current Population 
Survey. The age distributions from the Current Popula- 
tion were first smoothed to eliminate some fluctuation 



in the counts from age to age (primarily in the teen 
years). 

5, Average costs per cnrollee by service category for age 
groups 6 to 14 and 15 to 20 were calculated using the 
results of steps 1 through 3. Averages for age groups 
10 to 14 and 15 to 18 were estimated by interpolation 
using an exponential cost function whose parameters 
were calculated to rei^oduce average costs for the age 
group 6 to 14 and 15 to 20. 

Limitations 

* Medicaid expenditure data are on a date-of-vendor- 
payment basis rather than a date-of-service basis, as 
one would normally like tc have. This means that, 
because of payment lags, the fiscal year 1988 expendi- 
tures in the numerators of the per-enrollee costs relate 
to a slightly different population from the enrollee 
counts in the denominators. 

• Medicaid enrollee counts are of individuals ever- 
enrolled during the fiscal year rather than the more 
desirable person-year counts. Data from other sections 
of form HCFA-2082 can be used to develop person- 
year counts, but not by age group. The closest HCFA 
can come to the populati(Mi of interest here is Aid to 
Families With Dependent Children, who show aver- 
ages of about 9 months of enrollment during a fiscal 
year. Thus, for children, per capitas based on person- 
years would be about <Mie-third higher ( 1 2/9) than those 
based on ever-eruoUment counts. 

♦ Age-unknown cells were ignwed in the calculations. 
This fact plus internal inconsistencies within form 
HCFA-2082 mean that aggregate (all-age) expenditure 
totals derived from our tables will fall somewhat short 
(perhaps about 0.5 percent) of published totals. 

• In general, the data HCFA used for these estimates 
come from infrequendy used sections of form HCFA- 
2082 and have not, to HCFA's knowledge, been subject 
to a great deal of analysis. HCFA adjusted for some 
obvious reporting problems discovered, but other data 
problems may remain. Ccmsequentlyt the estimates 
should be considered provisional. 

SOtTRCE: U.S. i:>qMitiimtofHealth and HomaQ Service 

Financing Administratiofi, Office of tbc Actuiry, unpub- 
lished MCFA-2082 daU on Medicaid expenditures and 
cnroUmeni in fiscal year 1988, Baltimore, MD, June 1990. 
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alternatives to, 177, 243 

consent and confidentiality, 128-129, 132, 135, 137, 140, 141, 

142, 143, 144-145. 150-151 
funding, 92^93, 174, 243 
insurance, 92-93, 174 
minorities, 185 
Absenteeism from school, 54, 168 
Access to services, 3, 65-66, 159-210 
consent and parental notification and, 134-135, 136, 138, 151, 
152 

financial barriers, 1» 30, 63, 77-120, 188, 189, 198-199 
hospital -based, 32, 34 
legal barriers, 134-135, 136, 138, 151 152 
minorities, 187-196 
poverty and, 169-171 
niral areas, 198-199 
school-linked health centers, 3, 41-56 
see also Outreach services; Referral to services; Utilization of 
services 

Accidents and injuries, 59, 216, 244. 245, 246, 262, 283 
Federal programs, 233-235, 244^246, 252-253 
minorities, 183, 184, 186 

motor vehicle, 183, 186, 197, 217-218, 235. 144, 245. 246. 

252-253, 262 
prevention, 235, 244. 245, 246, 262 
research, 252, 253-254 
rural areas, 197 
safety equipment, 252-253 
school-linked health centers, 44 
whites, 183 

Accreditation Council for Graduate Education. 26 
Acne, 10, 20, 47.61.63 
ACTION. 172-173.216,244 

Acute diseases and disorders, see Emergency services- School- 
linked health centers 
Administration for Children, Youth, and Families, 176, 192 
Administration for Native Americans, 192-193 
Administration on Developmental Disabilities, 176 
Adolescent health caie clinics, 31-34 
Adolescent Health Youth Advisory Panel. 60 
Adolescent medicine. 23-29 
Adoption. 177, 286 
Adults, nonfamily 

mentor influence, 173, 191 

support from, 188, 190 
Advisory bodies 

community, 42, 51, 200 

multidisciplinary, 57 

youth panels, 59. 60 
African Americans, see Black Americans 
Age faaors 

age of majOiUy. 123, 134-135, 138, 141-148. 150 
conq)ctcnce v., 123, 134-135, 138, 14M48, 150 
consent requirements, 123, 124-125, 126, 128, 130, 136. 
141-146, 150 



defmitional, 213, 219-224 

elderly persons, 172, 244, 95, 289 

physician utilization, 9-10 

see also Developmental processes 
Agricultural workers, 176, 177 
AIDS, 1 1, 89, 93-94. 243, 254. 255. 262. 285 

consent and confidentiaUty, 127-128, 132, 138 

education, 235 

Federal programs, 233-235, 239-241 
minorities, 185, 195, 196, 241 
screerung, 132 

Aid to Families With Dependent Children, 79, 95-98, 100, 1 16, 

152, 162,173,174,175,225, 229 
Alabama, 29, 4M2, 82. 97, 103. 105, 107. 111. 124 
Alaska. 82, 97, 103. 105. 107. 111. 124. 129 
Alaska Natives, 162. 186, 250 
Alcohol abuse. 229-230, 253, 254, 287 
clinical services, 35-39 (passim) 

consent and confidentiality in treatment, 129-130, 131, 133. 
135. 137, 153 

counseling, 17-18, 47 

driving while intoxicated, 18, 137 

Federal programs, 229-230 

insurance for treatment. 88-89 

minority groups, 183. 185, 186, 193, 196, 229 

physician diagnosis and counseling, 17-19 

school linked health centers, 47, 54 
Alcohol. Drug Abuse, and Mental Health Administration, 17, 

193' 194, 214. 229-233. 253 
American Academy of Child and Adolescent Psychiatry. 26 
American Academy of Family Physicians, 26, 52, 136 
American Academy of Pediatrics 

consent and confidentiality, 136 

financial access to services by adol'- scents, 102, 109 

primary and conqmhensive services delivery. 12-13. 14, 25, 
28, j2, 62 

Americai. College of Obstetricians and Gynecologists, 52, 
136-137 

American College of Physicians, 26 

American Indians, 180, 186, 192-193, 194. 195. 229, 250, 252, 
254 

accidents, 162, 186. 250 

dropouts. 186^187. 188. 191 

poverty, 162, 174, 175, 192 

see also Indian Health Service 
American Medical Association, 17-18 , 25-26. 52 
American Psychological Association. 25 
American Society for Adolescent Psychiatry, 63 
Anemia, 20. 185 
Anticipatory guidance, 14 
Anti-Dnig Abuse Acts of 1986 and 1988. 231-232 
Apprenticesh^, 252 
Arizona, 82. 97, 103. 105, 107, 111 
Arkansas. 50, 82, 97, 103, 105, 107.111,127,129 
Alts and humanities, 40 

Asian Americans, 180, 182, 183, 185-186, 188, 190 
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Associations, see Professional associations 
Athletics, see Spoils and xecreation 
Attitudes of adolescents toward 
drug abuse, 19 

health professionals, 8. 14-15, 20-23, 32-33, 52, 109, 190 

others/selves, by minority adolescents, 181, 191, 262 

school influences and services, 43, 52 
Attitudes of nonadolescents, 58 

health professionals, 7, 12-13, 15, 17, 22 25, 24, 28 29, 30, 
51 52, 62-63, 109 

parents, 50-51,55 

racial prejudice, 181, 183, 184, 190 

see also Public opinion 
Automobiles, see Motor vehicles 

Barriers, see Access to services 
Bicycles, 252, 255 

Black Americans, 180, 182, 183-185, 190, 191 
preventive health interventions, 188 
role models, 171 
school -linked health centers. 46 
uninsured, 79-80 

utilization of services, IM 2. 46, 179, 188 
Block grants, 174. 175, 229, 251 

drug abuse and mental health, 153 

maternal and child health services, 153, 177, 194, 235-236 

social services, 229 
Bureau of Health Care I>clivery and Assistance, 176-177, 200 
Bureau of Indian Affairs, 193, 217 
Bureau of Matcmal and Child Health, 29, 48, 177, 263 

California, 21, 29, 34-36, 82, 97, 103, 105, 107, 111, 171 
Canada, 14-15 

Casey v. Population Services International, 1 28 
Center for Population Options, 41-47 
Centers for Disease Control, 214-215, 221, 233-235, 253 
Child abuse and neglect, 61, 125, 126, 130, 175, 1%, 250 

sexual abuse, 37 
Child Abuse Prevention and Treatment Act, 176 
Childicn's Bureau, 257-258 
Chinese Exclusior Act. 180 
Chronic physical diseases and disorders, 13, 284 

insurance, 93-94 

minorities, 186 

poverty, 168 

see also Diseases and disorders 

Civil Rights Act of 1964, 90 

Cognitive factors 

age v. competence, 123, 134-135, 138, 14M48, 150 
developmental, 123, 134-135, 138, 141-148, 150 
emancipated and mature minors, 125, 126-127, 136^ 140, 

149-150, 151 
inteUigence, 125, 128, 140, 147 
see also Decisionmaking 

Colorado, 50, 82, 97, 103, 105, 107, 111 

Commitment (involuntary), 130, 140, 144 

Commimicablc diseases, see AIDS; Sexually transmitted dis- 
eases 

Community-based programs and activities 
advisory bodies, 42, 51, 200 

compiehensive health care. 1. 29-32, 34-41, 170-171, 176- 
177, 213, 225 



cost faaors, 36 

financial factors, 33, 39 

models, 35^1,56-57 

staffing, 45, 55, 56, 64 
Cotnprehcnsive health care, 1, 5-73, 104. 106, 170-171, 
176*177. 12 13, 14, 25. 28, 52. 62 

clinical services, 31-41 

demonstration projects, 30, 3 1 

evaluation, 30, 32, 33, 36, 38, 51, 52 57, 64, 171 

funding, 30-31, 33, 38, 39, 47-48, 50 

integrated services, 56, 57-59, 66 

models, 35^1,56-57 

school-linked, 41-57, 64-65, 104, 106, 171 

staffing, 45, 55, 56, 64 
Conference on Health Futures of Adolescents, 57, 58 
Congressional committees, 259-261 
Connficticut, 49, 82, 97, 103. 105, 107, 1 1 1 
Consent and confidentiality, 1, 8, 121-155, 195, 254 

abortion, 128-129, 132, 135, 137, 140, 141. 142. 143, 
144-145, 150-151 

abused and neglected minors, 126 

access to services, 134-135, 136, 138. 151. 152 

age factors, 123, 124-125, 126, 128, 130, 136, 141-146, 150, 
127-128, 132, 138 

alcohol abuse treatment, 129-130, 131, 133, 135, 137, 153 

commitment (involuntary), 130, 140, 144 

competency of minon, 123, 134-135, 138 150, 151 

contraceptive services, 128-129, 132, 135, 140, 150-151, 153 

drug abuse treatment, 129 130, 131, 133, 135, 137, 138, 153 

emancipated, independent, and mature minors, 126-^27, 131 

emergency services, 127, 131 

family planning services, 128-129, 132-133, 135 

financial aspects, 125, 135, 137, 138 

hospital-based clinics, 32 

infectious disease services, 127-128, 132 

insurance reimbursement, 117, 136, 170, 152, 153, 175 

legislation, general, 123-134, 150, 152 

litigation, 123, 125-133 (passim), 139-140, 149-151 

mental health services, 130, 131, 133-134, 140, 144. 145 146, 
147, 153 

peer influence, 143, 147-148 

physician attitudes, 15, 62-63 

pregnancy-related services, 129, 133, 137, 141, 142, 143, 

144-145 
primary care, 62-63 

professional associations, position, 1 36- 1 38 
professional cth;cs, 134-138, 140-141, 151-152 
regulations, 132. 137, 152 
school-linked health centers, 50-51, 52 
sexually transmitted disease services. 127-128, 132, 135, 137 
standards of competency, 125, 126-127, 131, 136, 140, 
149-150 

State law, 123-135, 138, 139-140, 150, 151-152, 153 
Consumer Product Safety Commission, 216, 24^, 245, 246 
Contraception and contraceptives, 177, 240, 285 

consent and confidentiality, 128-129, 132, 135, 140, 150-151, 
153 

counschng, 21, 44, 51, 53-54, 56 

Federal programs, 177, 243 

insurance, 93, 101 

physician competence, 21 

school-linked health centers, 44, 51, 53-54, 56 
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utilizatian of by poor adolescents, 1 69 
Coordination 

Ptdcral. 3. 193. 194, 250. 252. 253-256, 257-258 

health care providers. 57-59 

local. 57^59. 250 

State-level, 263 
Comctional progranis, 167, 255 

evaluation, 250 
Counseling 

abortion, 177, 243 

alcohol and drug abuse, 17 18, 47 

at clinics, 36, 37, 39-40 

contraception* 21, 44, 51, 53-54, 56 

by jAysicians, 10, 14^15, 17-18, 20-21, 62 

school-linked health centers, 43-44, 47, 53, 56 

see also Psychological and psychiatric services 
Cost factors 

access to services, 1, 30, 63, 77-120, 188, 189, 198-199 

free clinics, 34, 37-41,60 

health insurance, 83, 84^85, 87, 88, 93, 94, 1 14 

scho^Minked health centers, 47-48, 50, 56 

transportation, 170 
Court cases, see Juvenile courts; Litigation; specific court cases 
Crimes and criminals, 169, 250, 255, 287 

minorities, 183, 184-185 

police, 146, 184 

victims, 169, 183, 197-198 

see also Child abuse and neglect; Delinquency; Juvenile 
courts 

Cultural factors, 55, 160, 188, 189, 190, 229 
language issues, 89, 192 

minorities, 179-181, 182, 183, 184, 186-192 (passim), 194, 
196,201,202 

religious influences and organizations, 5 1 , 56, 1 90, 1 9 1 , 1 92 
niral areas, 198, 199 
Current Population Survey, 77, 161, 162 

Databases, lack of, 58 

Deaths, see Homicides; Moibidity and mortality; Suicide 
Decisionmaking 

commitment (involuntary), 130, 140, 144 

competency of minors, 123, 134-135, 138, 141-148, 150 

empowerment ^roaches, 36, 58, 59, 60 

skills, 230 

training in, 148 

see also Advisory bodies; Consent and confidentiality 
Definitional issues 
adolescence, 213, 219. 224 
competence, 139-141 
consent, 123 

emancq>ated and mature minors, 126, 136 
family autonomy, 125, 110 
minorities, 180 
parental authority, 125 
poverty, 159 

pnmaiy health cate, 7, 62 
Delaware, 82, 99, 103, 105, 107, 1 1 1 
Delinquency, 217, 253, 255, 287 

minorities, 171. 184-185, 187, 196, 250 

poverty and, 169, 171 

prevention, 250. 251 . 258 

rural aieas, 197 
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schools ard, 255, 250 

see also Correctional programs; Juvenile courts 
Demography 
uninsured, 77-81 
workforce. 165, 178-179 

see also Age facton; Gender differences; Minorities; Morbid- 
ity and mortality; Sociceconomic status 
Demonstration projects, 172-173, 177, 194, 200,244,246. 247. 
252, 253. 254-255. 262 

comprehensive health centers. 30, 31 

educational, 33 

evaluation, 33-34, 52, 252 

health insurance, 77-81, 100, 99, 100 
Dental health, 61, 177, 186, 284-285 

fluoridation, 235 

insurance, 91, 93 

school-linked health centers, 44, 47 
Department of Agriculmre, 177-178, 196, 216, 219, 245, 246 
Department of Commerce, 216, 219 
i:)epartment of Defense, 216, 219, 245, 246-247 
Department of Education, 196, 217, 219-220, 245, 247-250, 258 
Department of Health and Human Services, 173-177, 214-216, 
220-223, 253, 256, 258 

minority programs, 190, 192-196 

spending, 225-244 

see also specie constituent agencies 
Department of the Interior, 217, 223 

Department of Justice, 196, 217, 223, 245, 250, 251, 253, 258 
Department of Labor, 178, 217, 223, 245, 251-252 
Department of Transpoitation, 217-218, 223, 245, 252-253 
Dermatologists, 19-20 
Developmental Disabilities Act, 176 
Developmental processes, 183 

cognitive, 123, 134-135, 138, 141-148, 150 

disabilities, 176, 186, 229 

minorities, 181 

puberty, 61 
Diabetes, 91, 235 
Diagnosis, 10 

dmg and alcohol abuse, 17-19, 63, 102 

insurance, 85-86, 1, 48, 99, 100, 10M04, 1 16, 1 17, 174 

mental health problems, 16-17, 31,63 

physician skills, 15-22, 23, 29, 63 

sexually transmitted diseases, 127-128 

skin diseases, 19-20 
Diet, see Nutrition 

DisabUities, 93-94, 168, 176, 186, 229 
Disadvantaged Minority Health Improvement Act of 1990, 196, 
243 

Discretionary time, 61 

see also Sports and recreation 
Diseases and disorders, 282-288 

acne, 10,20,61,63 

anemia, 20, 185 

diabetes, 91, 235 

obesity, 185 

see also Accidents and injuries; Chronic physical diseases and 
disorders; Disabilities; Drug abuse; Mental health and 
illness; Moibidity and mortality; Sexually transmitted 
diseases; Screening 

District of Columbia, 50, 82, 97, 103, 105, 107, 111, 129. 189 

Door, The, 36-41 
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Dropouts, 55, 61 

minorities, 18S 

poverty, 55. 168 

mral aie«s, 1 98 

uiban areas, 55 
Dnig abuse. 214, 230^231, 233. 237. 253, 254, 287-288 

access to services, 19 

attitudes of adolescents, 1 9 

block grants, 153 

ciinical services, 35-39 (passim) 

consent and confidentiality. 129-130, 131, 133. 135, 137, 138, 
153 

counseling, 17-18, 47 
diagnosis, 17-19, 63, 102 
Federal programs, 193-194, 229-232 
historical perspectives, 19 
insurance, 83, 88-89, 102, 108, 115, 1 17, 170 
minority groups, 193, 194, 196, 229 
I*ysician competence, 17-19, 22, 23, 29 
poverty and, 169 
prevention, 173, 254 
professional education, 19 
school-linked health centers, 44, 47, 54 
socioeconomic factors, 169 
see also Alcohol abuse; Tobacco use 
Drug Abuse Education and Prevention Act, 229 

Early and Periodic Screening, Diagnosis, and Treatment pro- 
gram, 1,44,48, 99, 100, 101-104, U6, 117. 174 
Economic factors 

independent minors, 126 

mral areas, 198 

see also Cost factors; Financial factors; Fundbg; Inconie; 
Poverty; Socioeconomic status 
Education and Human Services Consortium, 57 
Educational factors, 235, 235 

Federal role, 196, 217, 219-220, 245, 247-250 

job training and aiding, 178, 217, 225, 251^252, 255 

minorities, 187, 196 

sex education, 243 

see also Counseling; Dropouts; Preventive health measuies 
and health education; Professional education; School 
influences and services; Universities and colleges 

Education of the Handic^yped Act, 262 

Eisenstadt v. Baird, 128 

Elderly persons, 172, 244, 109-1 10 

Emancq>ated and mature minors, 125, 126-127, 131, 136, 140, 

149-150, 151 
Emergency services, 51, 54, 174 

consent and confidentiality, 126, 127, 131, 137 
Employee Retirement and Income Security Act, 83 
En^loyer mandate, 110, 113 

Employment and Tywiing Administration, 178, 251 , 252 

Eir^loyment and unemployment 
Federal programs, 29, 178, 217, 251-252, 251-252, 255 
health insurance benefits, 80. 83-94 (passim), 1 10, 1 12, 1 13, 
117 

job training and aiding, 178, 217, 225, 251-252, 255 
minorities, 181 

poverty and, 165, 169, 170, 178 
leseaich, 252 

school-linked health centers, 44, 49 



self-employed, 80, 110, 113 

worirforcc demography, 165, 178-179 

see also StafiEng 
Enqxmermem approaches, 36, 58, 59, 60 

youth panels, 59, 60 
Epidemiology, see Morbidity and monality 
Ethics of confidentiality, 134-138, 140-141, 151 152 
Ethnicity, see Cultural factors; Minorities; specific groups 
Evaluation issues 

community-based con^hensive service centers, 30, 32. 33. 
36, 38,51,32-57. 64,171 

consent and confidentiality, 123, 134 135, 138, 141-150. 151 

correctional p ro gr am s, 250 

demonstration projects, 33-34, 52, 252 

Federal policies, 65-66 

integrated services, 57-58, 66 

juvenile justice, 250 

loca^ services, 255 

minority -oriented services, 189, 191 

professional education, 28-29, 33, 57 

school-linked health centers, 51. 52-57, 64 

sex education, 243 
Exercise, see Physical fitness 

Families, 34, 61, 125, 230, 282 
adoption, 177, 286, 79, 95-98, 100, 116, 152, 162, 173, 174. 

175,225,229 
counseling, 44 
Federal programs, 173 
insurance costs, 83 
legal issues, 123, 125, 131 
minority, 179, 187, 188, 190 
poor, 159-161, 16?, 169170, 173-174, 243 
singlC'parem, If 2, 173-174, 190 
support by, 159-160, 184, 188, 190 
support for, 190, 196 

see also Child abuse and neglect; Foster care. Parents and 
parenting 
Family plarming services 

consent and confidentiality, 128-129, 132-133, 135 

insurance, 93, 96, 100, 101, 103 

school-linked health ceiiters, 45 
Family Support Act, 173 

Family Support Administration, 173-175, 192, 214, 220, 225 
Federal Government, 2-3. 171-178, 19M96, 199-200, 213-263 

community-based conqmhensive service centers, 259-261 

consent and confidentiality, 123, 128-129, 152-153 

education, 196, 217, 219-220, 245, 247^250 

employment programs, 29, 178, 217, 251-252, 251-252, 255 

evaluation issues, 65-66 

funding, 29, 48, 55, 64, 65, 92-93, 117, 174-178, 193, 194. 

196,200 
health insurance, 114-115, 117 

interagency coordination, 3, 193, 194, 250, 252, 253-256. 
257-258 

local governments, cooperation with, 176, 192, 232-233, 235, 

243, 250, 252, 255, 262 
mental health, 190, 19M96, 232-233, 235, 241, 243 
mflitary service, 126, 255 
minorities, 190, 191-196, 241, 243 
poverty, 171478 
preventive health measures, 258 
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professional education, 29 
itsearch, 2S0, 262 
niral areas, 199-200 

States, cooperation with, 65, 110, 173, 176, 192, 232 233, 

235, 236, 250, 252, 263 
States, funding conditions, 65, 250 

see also Block grants; Legislation (specific Federal); Medic- 
aid; specific Federal agencies; specific health problems 
Females, 79, 95-98, 100, 1 16, 152, 162, 173, 174. 175, 225, 229 
anemia, 185 

single paiems, 162. 173- 174, 190 

see also Pregnancy 
Financial factors 

access to services, 1, 30, 63, 77 120, 188, 189, 198-199 

child sui^rt, absent parents, 173-174 

community-based comprehensive service centers, 33, 39 

consent and confidentiality, 125, 135, 137, 138 

school-linked health centers, 45, 47-50 

see also Cost factors; Funding; Health insurance; Staffing 
Fitness, see Physical fitness 
Florida, 49, 50, 82, 97. 103, 105, 107, 1 1 1 
Fluoridation, 235 
Food assistance, 178, 246, 255 
Foster care, 172 

Foster Grant^arent Program, 172 
Foundations, see Nonprofit organizations 
4-H clubs. 200, 246 
Free clinics, 34, 37-41, 60 
Funding 

abortion, 92-93, 177, 243 

compfthcnsivc service centers, 30-31, 33, 35, 38, 39, 47-48. 
50 

Federal, 29, 48, 64.65, 92-93, 117, 171-178, 193, 194, 196, 
200 

Federal funding conditions for States, 65, 250 

local, 47^8, 52, 54, 55 

school-linked health centers, 47-48, 50 

training, 29 

see also Block grants 

Gender differences 
clinic utilization, 35 
competency of minors, 146 
diagnosis, 1 1 

utilization of services, 9-10, 35, 46, 146 
see also Females; Males 
Geogr^hic factors, see Regional programs and trends; Rural 
areas; Suburban areas; Urban areas; specific States and 
other geographic areas 
Georgia, 82, 97, 103, 105, 107, 111 

Government role, see Federal Government; State-level pro- 
grams and activities 
Griswotd v. Connecticut, 128 

Hawaii, 82, 97, 103, 105, 107, 1 1 1, 191 
Hawaiian Natives, 186187, 188, 191 
Head Start program, 176 

Health Care Financing Administration, 174-175, 192, 214, 220, 
225. 229, 289 

see also Medicaid; Medicare 
Health care professionals, 147-148 

attitudes of, 7. 12. 15, 17, 20-22, 23, 51-52, 62-63, 109 



animdes towanl, 7, 12-15. 17. 20-23. 24. 28-29. 30. 32-33. 

51^52. 62-63 
availability of. 23-26 
education of, 190, 202 

ethics of confidentiality, 134-138, 140-141. 15M52 

Federal programs. 29, 196 

health educators. 25 
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Stewart B. McKinncy Homeless Assistance Act, 249. ^62 
Siudentaid. 190, 195 

Student Community Service Program. 172 
Substance abuse, see Alcohol abuse; Drug abuse 
Suburban areas, 35, 165. 169 
Suicide. 59, 138. 183. 184. 198, 283. 287 
Summer programs. 251-252. 262 
Supplemental Security Income, 100 

Support Center for School-Based Clinics, of Center for Popula- 
tion Options, 41 
Supreme Court. 123, 125, 128-134, 140. 150. 177, 243 

Task Force on Pediatric Education, 29 
Teachers. 27. 86*87 
Technical assistance, 41. 192. 217 
Tennessee. 82, 97, 103. 105. 107, 1 1 1 
Texas, 41, 82, 97. 103. 105. 107. Ill 
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Third-party payers, see Health insurance; Medicaid; Medicare 
Tobacco use, 54. 169. 240. 25' 287 
Tbrte. 124. 125, 139 

Unintentional injuries, see Accidents and injuries 
Univenities and coUeges. 171. 193. 195. 198, 230 

smdent aid. 190 
Urban areas 

dinics. 170-171 

drc^wuts, 55 

minority groups. 182. 184, 185 

poverty, 165. 169. 170-171. 182. 185 
Utah. 50. 82.97. 103, 105. 107. 111. 129 
Utilization of services 

gcTKlcr differences. 9-10. 35, 146 

hospital-based, 11-12. 32. 34, 87,4. 95,96. 116, 175.289 

minorities, 10-12.46. 179. 182-183. 188 

physicians. 8- U. 169. 188. 199 

poor adolescents. 169 

niral areas. 198-199 

school -linked health centers, 45-46. 54. 56 



socioeconomic status, 10-12 
see also Access to services 

Vfeccines, 44 145. 188, 235, 240 
Vermont. 82, 97, 103. 105. 107, 1 1 1 
Violence, 169, 184-185. 250, 287 
Virginia, 82. 97. 103, 105. 107. 1 1 1 

VocaticHial issues, see Employment and unemployment; Job 

training and aiding 
Volunteers and volunteering, 36, 37. 38, 39. 172-173. 191. 

172-173,216.244 
Volunteers in Service to America, 172. 244 

Washington. 29. 82. 9/, 103. 105. 107. 1 1 1 
Webster V. Reproductive Health Services. 129. 133 
WcU child care, 12 

West Virginia. 82. 07. 103. 105, 107. 1 1 1 
Wisconsin. 50. 82. 97. 103. 105. 107. 1 1 1 
W.T. Grant Foundaiion. 236 
Wyoming. 82. 97. 103. 105. 107. 111. 124, 129 
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Office of Technology Assessment 
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The Office onVchnology Assessment (OTA) was created in 1972 as an 
analytical arm ol Congress. O TA's basic function is to help legislative polit y- 
makers anticipate and plan for the consequences of technological changes and 
to examine the many ways, expected a:id unexpected, in which technology- 
affects people^s lives. The assessment of technology calls for exploration of 
the physical, biological, economic, social, and political impacts that can result 
from applications of scientific knowledge. OTA provides Congress with in- 
dependent and timely information about the potential efiects—both benefi- 
cial and harmful — of technological applications. 

Requests for studies are made by chairmen of standing committees of the 
House of Representatives or Senate; by the Technology Assessment Board, 
the governing body of OTA; or by the Director of OTA in consultation with 
the Board. 

The Technology Assessment Board is composed of six members of the 
House, six members of the Senate, and the OTA Director, who is a non- 
vutiot^ inember 

OT \ has studies under way in nine program areas: energy and materi- 
als; industry, technology, and employment; international security and com- 
merce; biological applications; food and renewable resources; health; 
telecomm inication and computing technologies; oceans and environment; 
and science, education, and transportation. 




